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ABNORMAL | 
TIMES mean 
ABNORMAL 
ROUTINES | 


As the war effort is hitting full stride, it brings 
with it many dislocations of civilian habits which . 
affect the normal routines of norma! times. ; 





Not the least important of these disturbing effects The 1 
is irregularity of bowel action with its resultant ~—_} sulph« 
symptom complex, loss of appetite, depression, © 9} carrie 
fatigue, listlessness—all of which tend to lower “} strept 
bodily and mental efficiency. age | conta 


The physician who, in these circumstances, turn: 
to Agarol does so with the assurance that his 
— will like this easy-to-take, gentle yet ~~ This 

ependable acting, mineral oil evacuant. It con- 200 gi 
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1 The main purpose of this paper is to report the failure of 
4 sulphonamides in the form of lozenges to clear up streptococcal 
| carriers met with during the investigation of outbreaks of 
streptococcal infection at two residential schools, or to prevent 
contacts from becoming infected. 


School. X 


This is a residential public school in Wiltshire containing about 

200 girls aged 11 to 18, half of whom are housed, during the war, 

in a large country mansion (B) standing in its own grounds, and 

half on a country estate (C) about 7 miles away. The girls at C 

come over each day by motor-bus to B, where the teaching is 

carried out. 

During the last few weeks of the Easter term, 1944, there was a 

small outbreak of sore throats in B and C; about 12 girls in all 

were affected. No rashes were observed, but during the holidays 
one of the girls, Joanna Br., peeled. About ten days after the end 
of the term one girl—Géillian Bo.—had a typical attack of scarlet 
fever, and’ another girl—Gillian Go.—had a sore throat. No 
bacteriological examinations were made. Joanna Br. returned to 
ji school at the beginning of the summer term (April 26), together 

*# with her sister, Penelope Br., who was never ill; Gillian Go. returned 

>| at the same time, but Gillian Bo. did not come back till May 28. 

Six days after the beginning of the term a fresh outbreak of sore 

throats began, affecting C. and later B. Between May 2 and July 14 

there were 39 cases. The lesions were more those of a granular 

pharyngitis than of a follicular tonsillitis. The cases were mild, 

and none of the girls was seriously ill. On May 25 a girl who had 

been admitted to the sanatorium on May 8 and returned to school 
| on May 16 was found to be peeling. Up till then no suspicion of 
3 scarlet fever had arisen, but on May 25, 26, and 27 three cases of 
>} sore throat accompanied by a rash occurred in succession, and it 
was decided to call in the Emergency Public Health Laboratory at 

} Oxford. A visit was paid to the school on May 29 to take stock 

of the position and to determine the type of streptococcus responsible 

for the outbreak. Nose and throat swabs were taken from all girls 
who had suffered from sore throat in the Easter term, and from all 

"| cases and convalescents in the summer term. Two days later—. 

May 31—the entire school, including girls and teaching and 

§ domestic staff, was swabbed. The result of these examinations was 

as follows : 

1 The infecting type of streptococcus was Type 1. 

"} Number of Type 1 carriers among sick and convalescents during 
summer term oe ee ee ee eo oe oe 
Carrier rate : ay é. a i e cs 

Number of Type 1 carriers among normal contacts, including 

those ill during Easter term <s ese se Se aye 

er rate ee ee oe «% 2° oe oe 

Number of Type 1 carriers among normal contacts, excluding 

those who were ill during Easter term ai a Ky 
Carrier rate mi a as es “e os 

Origin of Outbreak.—Without going into detail we may say that 

the summer-term outbreak appeared to be due to infection intro- 

194 duced by one of the girls who had suffered from sore throat or mild 

scarlet fever at the end of the Easter term or during the holidays. 

At the first swabbing, on May 29, two of these convalescents 

Qoanna Br. and Gillian Go.) were still carrying Type 1 streptococci. 

Joanna Br. had enlarged unhealthy tonsils, the removal of which 

in June was followed by disappearance of streptococci from her 

throat. Joanna, “however, was housed at B, and was in a junior 
form, whereas the outbreak started at C among the sixth-form girls. 

It is improbable, therefore, that she was responsible, though she 

May possibly have infected her sister, Penelope Br., during the 

t holidays, and Penelope, who was in the sixth form at C, had 
served as_a healthy carrier to introduce the infection. More 

Suspicion attaches to Gillian Go., who was ill during the Easter 


21 out of 33 
64% 

19 out of 164 
116% 


18 out of 156 
11-5% 


TWO SCHOOL OUTBREAKS OF STREPTOCOCCAL THROAT INFECTION 
THE EFFECT OF SULPHONAMIDE LOZENGES ON CARRIERS 


BY 
R. L. VOLLUM, M.A., D.Phil. 
AND 
G. S. WILSON, M.D., F.R.C.P., D.P.H., K.H.P. 
(Emergency Public Health Laboratory, Oxford) 

























































holidays and who, like Penelope, was in the sixth form and at C. 
Lack of information, however, on the distribution of streptococci 
at the beginning of the summer term prevents this conclusion from 
being more than speculative. Gillian Go. was later seen by an 
ear-nose-and-throat specialist, who advised removal of her tonsils 
and draining of her antra—with what effect we were unable to 
observe. 

Treatment at School X 


Cases in the sanatorium were given sulphonamide treatment— 
3 g. of sulphanilamide for three days, followed ‘by 14 g. a day for 
one or two further days—and a chlorine gargle. As soon as it was 
apparent that an outbreak of sore throats was starting, all the girls 
in the school had their throats treated twice daily with a formol 
spray, and were given a permanganate gargle—later changed to 
Milton fluid. The failure of sulphonamide treatment to get rid of 
streptococci from the throat in these cases was shown by the fact 
that 9 out of 18 convalescents who were swabbed on May 29 were 
found to be still carrying Type 1 streptococci; and the failure of 
the local spray and gargle to protect the healthy contacts was shown 
by the occurrence of 15 fresh cases of sore throat or scarlet fever 
among girls who were undergoing this form of preventive treatment. 

As soon as the distribution of the infecting organism was known 
from the swabbings on May 29 and 31, arrangements were made to 
segregate the heavy carriers in separate dormitories and class-rooms. 
All girls who developed sore throats were to be treated in the 
sanatorium for a few days, then kept segregated in special wards at 
B or C, and not allowed to return to school for 14 days.after the 
beginning of their illness—and then only if they had ceased to be 
heavy carriers. These measures were put into practice, with apparent 
success, though it is quite impossible to say how far they were 
responsible for the results obtained. After June 5, when the heavy 
carriers were segregated, there was complete freedom for a month, 
after which three further cases of sore throat occurred—one on 
July 4 and two on July 14. 

An attempt was made to clear up the heavy carriers by local 
sulphonamide treatment. By the kindness of Messrs. May and 
Baker Ltd. special lozenges were provided, each containing 1/2 gr. 
of sulphapyridine and 1/2 gr. of sulphathiazole. Roughly one-third 
of the carriers-were given six of these tablets to suck daily for five 
days; one-third were kept on a formol throat spray and Milton 
gargle; and one-third were left untreated. The course of treatment 
lasted from June 12 to June 17, immediately after which the girls 
were swabbed. The results were as follows: 


Treated with sulphonamide 


lozenges a ae -« Sout of 10 still carrying Type-1 streptococci 
Treated with throat spray and 

gargle .. a ye wo a. a2, A a 
Untreated control - in, Shes os 


” 


As the sulphonamide treatment appeared to be without effect, in 
spite of the fact that the strain was sensitive to sulphonamides, a 
second course of treatment was given, the number of lozenges being 
doubled (12 a day) and the treatment maintained for 7 days. Fresh 
carriers were added to replace those that had become negative. The 
second course of treatment lasted from June 21 to June 28. Swabs 
were taken on June 29, with the following results: 


Treated with sulphonamide 


lozenges “pf af .. 10 out of 13 still carrying Type 1 streptococci 
Treated with throat spray and 

gargle .. H ae ae Pie °c e ” 
Untreated controls ds re  Medt G55 ‘ 


It seemed evident that neither the sulphonamide lozenges nor the 
local spray-and-gargle treatment was having any obvious effect on 
the persistence of streptococci in the throat, and all treatment was 
therefore stopped. The girls were liberated from segregation as they 
became negative or ceased to carry profusely. 
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School Y 


This is a ‘small residential preparatory school in Wiltshire -con- 
taining 54 boys aged 8 to 13. Six cases of scarlet fever occurred 
between Feb. 18 and 27, 1944. Streptococci of Group A Type 11 
were isolated from each of these cases on one or more occasions 
while they were in Trowbridge Isolation Hospital. 

At the request of Dr. C. E. Tangye, County Medical Officer of 
Health, the Oxford laboratory was asked to investigate the out- 
break. A visit was paid to the school on Feb. 26, and again on 
March 9 and March 28. On each occasion nose and throat swabs 
were taken from the boys and staff. Excluding the six cases of 
scarlet fever, 27 of the remaining 48 boys were found on at least 
one occasion to be carriers of Type 11 streptococci. The results of 
the individual swabbings were as follows: 


Feb. 26: Group A streptococci isolated from 20 out of 47 boys (43%) 
March 9: 77 


(7 of these were previously positive and 6 were fresh carriers) 

March 28: Group A streptococci isolated from 8 out of 46 boys (17%) 

(7 of these were previously positive and 1 was a fresh carrier) 
All strains isolated on Feb. 26 and March 9 were typed, and all, 
except one on Feb. 26, belonged to Type 11. Tests in the laboratory 
showed that they were sensitive to sulphonamides. Four out of 
17. members of the teaching and domestic staff were also found on 
Feb. 26 to be carriers of Type 11 streptococci, but were negative on 
subsequent examinations. 

The majority of the carriers yielded heavy or moderately heavy 
growths of haemolytic streptococci on the first examination, but very 
light growths at the last swabbing on March 28. Owing to the high 
proportion of carriers found on Feb. 26, segregation was impractic- 
able. No control measures were taken, apart from those about to 
be described, which incidentally proved ineffective. No further 
cases, however, of scarlet fever occurred during the term. 

Treatment of Carriers with Sulphonamide Lozenges.—An attempt 
was made to determine the effect of sulphonamide lozenges on the 
carrier state. Six lozenges, each containing 1/2 gr. of sulphapyridine 


and 1/2 gr. of sulphathiazole; were given daily for 6 or 7 days to- 


‘12 of the 20 carriers detected on Feb. 26; the remaining 8 carriers 
served as untreated controls. Treatment lasted from March 1 to 
March 8. At the subsequent swabbing on March 9 the following 
résults were obtained : 


Treated with sulphonamide ; 
lozen ar - .. 5 out of 12still carrying Type 11 streptococci 
Untreated controls ge St POE «ihe a Bs Ses * 


No obvious effect of the sulphonamide treatment was thus apparent. 

Prophylactic Treatment of Healthy Contacts with Sulphonamide 
Lozenges.—Of the boys who were found on Feb. 26 to be free 
from streptococcal infection, 24 were given sulphonamide lozenges 
prophylactically—6 lozenges a day each. Treatment lasted from 
March | to March 8. At the swabbing on March 9 no fewer than 
7 of these boys wete found to have acquired streptococcal infection 
during the course of treatment. 


Discussion ; 

From the limited observations recorded it seems clear that a 
prophylactic dose of 6 gr. daily of mixed sulphapyridine and 
sulphathiazole given in the form of lozenges is unable to protect 
children from streptococcal infection ; and that neither 6 nor 
12 gr. daily for 5 to 7 days is able to clear streptococci from 
the throats of healthy or convalescent carriers. Taken in con- 
junction with the findings of Kidd (1944), who made similar 
observations in a boys’ school, these conclusions appear to be 
unavoidable. They receive further support from the recent 
experience of Hayden and Bigger (1945), who found that the 
* incidence of respiratory disease in an Army unit was apparently 
unaffected ‘by the prophylactic administration of 5 lozenges a 
day for 16 days, each lozenge containing 1 gr. of sulphanil- 
amide ; and of Wright (1945), whose experience showed that 
sulphanilamide or sulphathiazole in large doses—46 to 116 gr. 
daily—was unable to prevent streptococcal cross-infection of 
children in measles wards. They are, however, at variance with 
American. observations. For example, Watson, Schwentker, 
Fetherston, and Rothbard (1943) describe how an epidemic of 
scarlet fever due to Type 19 in a naval station was rapidly 
brought.under control by a dose of 1 g. (15 gr.) of sulpha- 
diazine a day, given either in a single dose.or in two divided 
doses. Though it is not disputed that cases ceased to occur 
about a month after starting the treatment, examination of the 
carrier rates provides very little evidence that sulphadiazine had 
any important effect, either prophylactically or therapeutically, 
on the frequency of infection. For example, of the two units 
in the station, in one which was given 1/2 g. of sulphadiazine 
twice daily for 4 weeks the Type 19 carrier rate fell only from 
9.8 to 6% ; in the other unit, which was given 1 g. once a day 
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for a fortnight, the Type 19 carrier rate actually increasell coul 
from 2 to 2.9%. es 
More recently Holbrook (1944) in the Army and Cobipf and 
(1944) in the Navy have described the effect of mass Prophylaxig whic 
with sulphadiazine, and claim to have achieved a reduction gf) 0 t 
50 to 85% in the incidence of streptococcal infections of of tl 
respiratory tract by administration of 1/2 to 1 g. (7 to 15 gr had 
of this substance daily. No figures on carrier rates are giv +} impr 
but Coburn states that a continuous daily dose of 1/2 8. wast us, f 
sufficient to prevent 85% of the exposed population from) phat 
becoming infected with haemolytic streptococci. som 
What is the cause of the discrepancy between the British ang posit 
the American experience? It may be objected that our obserya.¢ Tt 
tions were on far too small a scale to admit of any reliabley subje 
deductions being made from the results. Though not denying} © Pa 
that our test population was numerically insignificant compared) mea: 
with that of Holbrook or of Coburn, we would point out tha The 
our observations were made in residential schools, where the View 
exposure to risk was relatively uniform, and that they wer patie 
carefully controlled bacteriologically. Under such conditions stain 
we believe that the complete failure of sulphonamides, in 4 sligh 
dosage similar to that used by the American workers, to exercigg insta 
any prophylactic or therapeutic effect cannot be dismissed seen. 
unimportant on statistical grounds. The method used } Th 
Holbrook and by Coburn—and also by Garson (1943), whi Bloo 
reported good results from the prophylactic administration expe’ 
4 gr. of sulphanilamide a day in lozenge form—was to trea ently 
some units in the Army and the Navy, leaving other units te intro 
serve as controls. The wisdom of this procedure seems to towa 
to be questionable. It is impossible at present to foretell how of th 
streptococcal infection will develop in any segregated form 
institutional population, even when the distribution of infection effect 
has been carefully mapped out by bacteriological means before? unles 
hand. Experience of several outbreaks investigated by the) and 1 
Oxford laboratory has shown that a low carrier rate may be} penic 
followed by numerous cases, and a high carrier rate by few§ value 
Similar observations have been made by Hamburger (1944) i 
ithe spread of streptococcal infection in American army hospital 
wards. It is therefore hazardous to draw conclusions from An 
behaviour of an infection in different units. Even in similar '™!4 
populations of mice, all infected with Bact. typhi-murium i aoe 
the same way at the same time, Topley and his colleagu Tre 
(1928) found that the mortality rate and average survival tim lozen; 
might vary considerably. Instead of treating all men inf guiph: 
alternate units, it would be more satisfactory to treat alternate} as co 
men in the same units. That is what Hayden and Bigger (1945)} and h 
did in their trials of prophylactic sulphanilamide treatment in} ing ty 
the British Army. The negative results that they obtained are} Pro 
all the more significant. ‘| 6 loze 
Our conclusion, therefore, is that a case has not yet been infect 
made out fof mass prophylactic treatment of populations i 
: / owe 
exposed to streptococcal infection; and that before such a ad 
method, attended by disadvantages and dangers that it iS} cydec 
unnecessary to discuss here, is adopted as a routine in the fight} strept 
ing Forces or for the civilians of this country, further trial sulph< 
should be made under adequately controlled and statisticallyp It i: 
satisfactory conditions. strept 
One other point requires discussion. Special virtue has been =~ 
claimed for local sulphonamide therapy to the throat in the the ci 
form of either sprays or lozenges (Arnett er al., 1943 ; Garson 
1943 ; Freis, 1944). We have had little experience of sprays o 
but the combined observations of Kidd (1944), of Hayden ang 1° ‘Ve 
Bigger (1945), and of ourselves seem to show that, so far a% superi 
the prevention or cure of streptococcal infection is concernedg us to 
sulphonamides given in the form of lozenges in a total dose 
7 to 15 gr. (1/2 to 1 g.) a day have little or no effect. Puzzling armett, 
over the reason for this failure, we were prompted by @ —S 
suggestion of Dr. Calman, in our laboratory, to find out HOW Bloom 
closely the contents of a lozenge came into contact with tf _— 
throat and posterior wall of the pharynx. For this pUurpo¥® Garson 
22 of our laboratory staff sucked a pill containing 2 gt. % oe 
: " ali r 
methylene blue for. about 5 minutes, swallowing the SalM™ Holbro 
at intervals. Their throats were then carefully insped “= 
in good daylight. The results were striking. Though the UP Topiey, 
tongue, mouth, hard palate, uvula, and anterior pillars of the Watsin 
fauces were stained deep blue, either no blue at all or, mot wrigns 
Tight, 





frequently (16 out of 22 subjects), a slight coloration ony} 
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could be detected on the tonsils—usually confined to a small 
‘¥ area at the top in between the angle formed by the anterior 


and Coban§ and posterior pillars of the fauces. Except in two instances, in 
: prophylaxig which there was a very faint streak on each side of the midline, 
reduction gf 20 blue coloration at all could be detected on the posterior wall 
stions of thf of the pharynx. Subsequently it was found that Arnett (1943) 
(7 to 1§ gr had carried out a similar experiment using chewing-gum 
es are giv ,} impregnated with gentian violet or methylene blue, and, like 
f 1/2 g. us, had observed little or no staining of the tonsils or posterior 
lation fromf pharynx if the subject chewed his gum in the upright posture ; 


position was adopted. 
Thinking that our results might have been different if our 


pres subjects had not had healthy throats, we made observations on 
not denying} 6 patients in the isolation hospital who were suffering from 
nt compar measles or scarlet fever and whose tonsils were greatly enlarged. 
oint out thay The pills were sucked in a semi-recumbent position, which, in 
s, where thet View of Arnett’s findings, may have affected the result. In one 
it they wer patient the whole of the medial surface of the tonsils was 
1 conditions stained light green ; in the remaining five the coloration was 


amides, in a slight and was restricted to a small triangle at the top. In no 


8, to exercig instance was any coloration of the posterior pharyngeal wall 
dismissed ag Seen. i 

od used These findings are in accordance with the observations of 
(1943), Bloomfield (1922), who concluded from an extensive series of 
nistration off experiments that there is a highly efficient mechanism, appar- 
was to treat ently dependent on suction currents, by which any bacteria 
ther units introduced into the mouth are drawn directly backwards 
seems to towards the oesophagus, avoiding the tonsils and posterior wall 
foretell hows of the pharynx. It follows, therefore, that drugs given in the 
-gregated form of lozenges or chewing-gum can have little or no local 
of infection: effect on the throats of persons in the upright or sitting position 
1eans before? unless they are sucked almost continuously throughout the day 
ated by the and night, as in MacGregor and Long’s (1944) observations on 
rate may bef penicillin pastilles. They are therefore unlikely.to be of much 
rate by few value for prophylactic purposes in the ordinary healthy contact. 
na cae Summary and Conclusions 

ons from An outbreak of scarlet fever due to Str. pyogenes Type 11 in a 
-n in similar residential preparatory school for boys, and .an outbreak of sore 
: throat accompanied by cases of scarlet fever due to Type 1 in a 
4i-murium residential public school for girls, are briefly described. 

collea Treatment of healthy and-of convalescent carriers with 6 to 12 
survival tim iozenges a day for 5'to 7 days, each lozenge containing 1/2 gr. of 
all men inf suiphapyridine and 1/2 gr. of sulphathiazole, had no apparent effect, 
eat alternate} as compared with control carriers receiving either a formol spray 
Bigger (1945)} and hypochlorite gargle or no treatment at all, in clearing the infect- 


ing type of streptococcus from the throat. 

Prophylactic treatment of healthy non-infected contacts with 
6 lozenges a day had no apparent effect in preventing streptococcal 
infection of the throat... : 


obtained are 


been fs ; 
aa tine Observations made on persons sucking methylene-blue tablets 
Pe entie'e showed that only a fraction of the dye was deposited on the tonsils 


and none on the posterior pharyngeal wall; and it is therefore con- 


s_ that it if cluded that’ neither for the prophylaxis nor for the cure of 
» in the fight- streptococcal. infection of the throat are lozenges containing 
further trials$ sulphonamide drugs likely to be of value in practice. 


1 statistically) It is maintained not that prophylactic sulphonamide treatment of 


streptococcal infections is useless but that further carefully con- 


peent ‘rolled investigations should be carried out before this method, which 
tue has ; A ‘ ; 3 : : 
hroat in the is now being extensively used in the American Forces, is applied to 
43 - Galle the civilian or Service personnel of this country. 

, 
ce of sprays Our thanks are due to the medical officer of the girls’ school, and 
Hayden ant to the head master of the boys’ school, for their help in enabling 

y fa us to carry out these investigations; and to Dr. Nora Archer, 
at, sO [af 4% superintendent of the City Isolation Hospital, Oxford, for allowing 
is concernedg us to make observations on patients with enlarged tonsils. 
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SURGERY AND ANAESTHESIA OF WAR 


WOUNDS OF THE ABDOMEN 


BY 


S. O. AYLETT, F.R.C.S. 
Major, R.A.M€. 
AND 


A. F. ALSOP, B.Ch. 

: Major, R.A.MC. 

This paper includes a report of a series of missile wounds of the 
abdomen treated in the forward areas during the present cam- 
paign in Europe. In 200 consecutive battle casualties the 
abdomen was explored in 56 cases, so that a little over a quarter 
of the work of the forward surgeon is likely-to be concerned 
with this type of injury. No selection whatsoever has been 
exercised in the choice of patient, and with one exception every 
case seen in the pre-operative ward and diagnosed as an intra- 
abdominal lesion has been operated upon. This one patient 
was so severely injured that in spite of suitable resuscitative 
measures he collapsed after the administration of 0.1 g. of 
pentothal, and it was considered useless to continue. Every 
patient is now given his chance, because it has been found that 
what may well be considered a hopeless case sometimes con- 


. founds such an opinion. 


The mortality rate in this series is therefore a fair representa- 
tion of that occurring among all patients with abdominal 
injuries who arrive at the forward surgical centre working 
within a few miles of the fighting-line. There is probably a 
small additional mortality at the base hospitals, due to sub- 
sequent complications, but when evacuated down the line after 
anything up to three weeks the patients have becn in good 
condition. 

All save one of our cases have been operated on under 
pentothal anaesthesia alone, the exception receiving in addition 
a spinal analgesic. For the success of this somewhat exacting 
type of work under difficult circumstances the choice of the 
anaesthetist is equally,as important as the choice of the surgeon. 
The forward anaesthetist should be the most skilled and experi- 
enced available, for the type of case with which he has to deal 
is the most difficult of all to anaesthetize. In view of forth- 
coming campaigns in other parts of the globe, no apology is 
necessary in pleading that wherever a forward surgeon is sent 
he: should be accompanied by a high-grade anaesthetist if his 
work is to be a success and not marred by anaesthetic mortality. 


Diagnosis 


The diagnosis of the straightforward abdominal case is easy ; 
that of the dubious one extremely difficult—so much so that 
some cases will always provide such an element of doubt that 
an occasional negative laparotomy will be undertaken. - The 
reduction of this number to a minimum is, however, of para- 
mount importance, because, as so many of these cases have 
other and severe lesions, such a laparotomy lessens their chances 
of recovery. Especially is this so in chest injuries, which may 
closely simulate an intra-abdominal lesion. Let it be said that 
there is ho one symptom or sign that is always present, no one 
single observation upon which reliance can always be placed, 
and a diagnosis must be made by a summation of the points 
in favour and the points against. 

A high proportion of cases in which a hollow viscus is injured 
give a history of early vomiting, repeated at intervals. This is 
not like the vomiting of a severely shocked patient, which 
occurs often after the administration of the traditional cup of 
hot sweet tea, which few of them can assimilate, or during 
the period of their recovery from the shock. This vomiting in 
those injured in the abdomen occurs when shock is absent and 
when nothing has been taken by the mouth. 

The site of the wound should be located, and any injury to 
the anterior or lateral abdominal wall must be considered to be 
perforating until proved otherwise. If evidence from other signs 
and symptoms is not conclusive, all such wounds must be 
explored and followed to the end of their course before deciding 
that the peritoneum is not perforated. It is quite useless to 
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probe the wound, as the track is often obscured by the natural 
elasticity of the tissues, and exploration must be by careful 
dissection. No attention must be paid to the size of the skin 
wound. We have seen a through-and-through injury of the 
stomach in which the entry in the skin was pin-head in size. 

Wounds of the buttocks and flanks must always be suspect, 
and a thorough abdominal examination carried out in all cases. 
But intra-abdominal lesions may be caused by missiles entering 
high up in the chest or low down in the thigh. Where a rectal 
injury is suspected or possible a finger examination must be 
carried out. 

In examining the abdomen it should not be forgotten that 
many of these patients are admitted heavily morphinized and 
that the classical sign of an abdominal catastrophe will be 
obscured or even absent. In one case, for example, no local 
tenderness, guarding, or rigidity was present whatsoever. On 
the other hand, certain extra-abdominal lesions will give rise 
to signs simulating an intraperitoneal viscus injury, particularly 
in perforating wounds of the lower chest, in which it is essential 
to establish a correct diagnosis. Unnecessary laparotomy may 
very well just turn the scales against recovery. 

-Injuries involving considerable damage to the abdominal 
musculature will naturally give rise to tenderness and rigidity, 
as will also lesions in which the kidney is affected. But in 
such cases, although the abdomen is held in apparent guarding, 
it is sometimes possible, in between the rapid respiratory excur- 
sions, to palpate muscular relaxation. This is never possible 
when true rigidity, the result of an intra-abdominal lesion, 
exists. It is maintained throughout the periods of respiration. 

In spite of the sometimes dubious findings, full abdominal 
examination is of the highest importance, not only in deter- 
mining a diagnosis but also as an indication of the best approach 
that can be made to deal with the condition. Auscultation 
of the abdomen must never be omitted, and we regard the 
information thus obtained as of the greatest importance. In 
the examination of a large number of patients suffering from 
wounds other than those involving the abdomen we have found 
that peristaltic sounds of the character heard in a normal man 
are usually present. In most of the cases in which there is a 
lesion of the bowel the sounds have been completely absent 
or reduced to such an extent that a long wait is necessary 
before a characteristic tinkle can be heard. Where a solid 
viscus is injured or where intraperitoneal bleeding alone is 
taking place, peristalsis in the early stages is present, though 
markedly reduced, before finally disappearing altogether. 

In cases in which a retroperitoneal haematoma exists peri- 
stalsis is also reduced, and in the later stages when ileus sets 
in is absent altogether. Operation in these cases is contra- 
indicated,.and a differential diagnosis between such an injury 
and an intraperitoneal haemorrhage has to be established by 
consideration of the other diagnostic features. In the case of 
the latter injury, abdominal tenderness and shock are usually 
far greater. Location of the foreign body by radiographs is 
a valuable adjuvant in cases such as this, because an indication 
is given of what structures are likely to be damaged by the 
missile between the entrance wound and its final position. 


Resuscitation 


Not all cases of intraperitoneal injury need resuscitatory 
methods. The amount of transfusion required to render the 
patient fit for operation must vary according to the severity of 
the local as well as of the associated injuries. One patient, 
with a severe fracture of the femur running into the knee- 
joint in addition to the abdominal lesion, required 7 pints 
of blood before he was in any shape for operation. We have, 
however, aimed at improving the blood pressure to a minimum 
of 60 mm. diastolic and 100 mm. systolic. The mortality in 
cases presenting less than these figures has been high, although 
successes can be recorded among this group. Particularly is 
this so in patients in whom the injury has produced a large 
evisceration of the gut. Such patients do not respond well to 
resuscitation, but improve immediately the bowel is returned 
into the abdomen. 

Pre-operative transfusion with whole blood was used in the 
majority of cases. A transfusion with either plasma or blood 
was invariably given during operation. 
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Anaesthesia 


Sodium Pentothal.—Except in one case it was decided to use 
pentothal as the sole anaesthetic, not because it was believed 
in the beginning to be the best, but because it was the best 
drug available under the field conditions. The other 
supplied were ether and chloroform, and (for spinal anal 
stovaine 5% and light nupercaine. 

Ether.—While ether causes little damage to healthy tissues 
and is rapidly excreted, it might well do considerable harm 
to tissues suffering from anoxaemia due to haemorrhage and 
shock, and its excretion is certainly prolonged where there is 
a much diminished circulatory volume. 

Chivroform.—All that has been said of ether is applicable 
to chloroform, only to a greater degree, except that it is also 
harmful to healthy tissues. 

Spinal Analgesia——Enough has already been written by 
others on its dangers in severely shocked patients; it was 
used in one case, and will be referred to later, together with 
the reason for its use. 

Splanchnic Analgesia.—This is ideal in cases of shock, bu 
takes too long to administer to be considered under the con 
ditions which pertajned. The method to be described was firs 
used by one of us (A. F. A.) in the Western Desert Wint 
Campaign, 1941-2 (7 cases), and again in Normandy, June 
1944 (5 cases). 

Pre-operative Drugs.—As all the patients had had morphin 
at some time or times between their being wounded and their 
arriving at the surgical centre, and as it was often impossible 
to find out even approximately how much they had been given 
they received no further drugs, sedative or otherwise, befor 
operation. 
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Pre-operative Method 


A 5% solution of pentothal was used, and, provided no 
crystallization had occurred, three-day-old solutions were found 
to be as efficacious as those that had been recently prepared. 
The solution should be kept in an air-tight container. 

An estimate of the patient’s condition was made, based chiefly : 
on the diastolic blood pressure: as this decreased so the degreep Y°™! 
of shock was found to have increased. A diastolic pressure of after 
below 70 mm. Hg meant that at least a moderate degreep Pu 
of shock was present; to patients with diastolic pressure at) Whicl 
these levels it was found unnecessary, and indeed: dangerous,§ Pheu! 
to give more than from 0.1 to 0.25 g. as an initial dose ; this This 
was usually found sufficient to enable the patient to have his} ‘™m<¢ 
clothes removed, his abdomen washed, to be shaved, and tobe} De 
catheterized. If a greater amount was needed, not more than} be he 
0.2 g. was given at a time; and a waiting period of at least twof consc 
minutes was observed between doses in order to watch its} The 
effect. Of course, for slightly shocked patients far greater} addit 
doses were required, and these could be given safely ; to these undo 
patients as much as | g. often had to be given for the pre-f rence 
parations described. ' 

After sufficient relaxation had been obtained for the peri- 
toneum to be opened it was found that this relaxation wasp wy; 
maintained for long periods—in some cases up to one hourf ji, 
—without further doses being required, although the conjunc}... | 
tival and cough reflexes were present. ‘ Sometimes small doses with 
had to be given during the operation, and most cases had a abdo 
further small dose immediately before closure of ‘the pert gesia 
toneum. As there was always a transfusion in progress during whic! 
the operation, the pentothal was injected into the rubber tubing} . he 
1 in. to 3 in. from the transfusion needle. perio 

No artificial airway was used unless there was respiratory) tg p 
obstruction, as this caused coughing in patients lightly anaes§ tigng 
thetized. If one were necessary, either a nasopharyngeal tubeg to p, 
or a Magill’s endotracheal tube was passed. tions 
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Difficulties Arising during Operation 


Respiratory Depression——Early in the series there wet 
several cases in which this happened to a severe degree. The} 
were all cases in which more than 0.2 g. had been given as# 
single dose in a matter of seconds. After these had occurred 
not more than 0.2 g. was given to patients suffering from mot 
than slight shock without waiting at least two minutes 
observe its effect, and no more trouble in this respect Wa 
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a % . . "119 
experienced. These cases were dealt with by passing a Magill s 
endotracheal tube and inflating the lungs with oxygen or air. 


There were no untoward consequences. 


Vomiting —This occurred occasionally, and, when it did, 
always in the period of preparation while the patient was lightly 
anaesthetized. A stomach-tube was then passed : this caused 
a temporary deterioration in the patient's condition, but 
recovery took place within a short time of the finish of the 
procedure. Regurgitation of fluid at any time during the 
operation without any effort being made by the patient 
happened in a few cases ; this was dealt with by swabbing 
out the pharynx and passing a large (size 10) Magill’s endo- 
tracheal tube. 

Hiccup.—This came on only in cases that required large 
doses of pentothal—i.e., in the neighbourhood of 2 g. in the 
first three-quarters of an hour and after the peritoneum had 
been opened. While the patient did not suffer the surgeon 
sometimes did, as it was inconvenient, when attempting to con- 
trol bleeding in the renal or splenic pedicle, to have the 
diaphragm making spasmodic descents. This could be stopped 
in a few minutes by rebreathing oxygen without carbon dioxide 
absorption. 

Post-operative Drugs 

None were given unless the patient was restless, in which 
case morphine 1/6 gr. was administered intravenously—by this 
method because it was found that with established shock of 
any severity it was quite evident that, given by any other route, 
it was absorbed so slowly as to be of little use. To illustrate 
this, one case was, unknown to us, given morphine 1/2 gr., in 
two doses of 1/4 gr., within 4 hours, on account of restlessness. 
It had no effect whatsoever. Now, this patient was practically 
pulseless when he left the theatre, and although he regained 
full consciousness he remained in an extreme state of shock: 
until he died 48 hours later. It was quite evident: that the 
morphine had not been taken into the circulation. 


Post-operative Complications 

Vomiting—This occurred in one patient only. In this case 
vomiting took place four times in the 12 hours immediately 
after operation, and then ceased. 

Pulmonary.—There was one case of bilateral basal collapse, 
which made a complete recovery, and three cases of unilateral 
pneumonia involving the bases only, one of them ending fatally. 
This patient had suffered from severe exposure, including 
immersion in the Rhine, after being wounded. : 

Deaths—Out of 21 deaths, in 6 only could the anaesthetic 
be held to have played any part; of these 6, 5 did not regain 
consciousness, and 1, already referred to, developed pneumonia. 
The 5 patients were all severely wounded men, 1 with severe 
additional injuries and 2 with peritonitis. One patient would 
undoubtedly have recovered consciousness except for the occur- 


- rence of a volvulus after operation. 


Discussion on Anaesthesia 


With this form of anaesthesia no great improvement in the 
ultimate recovery rate of perforating wounds of the abdomen 
can be claimed, but at least the mortality is no greater than 
with other forms. There are many advantages, such as: an 
abdominal relaxation equal to that obtained with spinal anal- 
gesia ; an almost complete absence of post-operative vomiting, 
which makes the work of a hard-pressed nursing staff during 
a battle considerably lighter; and a generally quiet recovery 
period in which the discomforts of the patient are not added 
to by the toxic effects of the anaesthetic. Chest complica- 
tions are not prominent, and are certainly not more than is 
to be expected in a series of severe upper abdominal opera- 
tions, 

In the case requiring large doses of pentothal—that is, in 
the case suffering little from shock—there is only a small mar- 
gin between the levels of anaesthesia when the patient is suffi- 
ciently anaesthetized and when respiration ceases. Also, it is 
in these cases that hiccup is prone to occur ; for this type spinal 
analgesia is recommended. It is of advantage to have the 
patient breathing oxygen in a closed circuit with carbon 
dioxide absorption ; then if an overdose is inadvertently given 


it is a simple matter to keep respiration going by squeezing 
the rebreathing bag until physiological respiration is resumed. 
It is safest, however, to follow the method advised and to give 
small doses, repeated when required. 

There are no cardiac disturbances, and such falls in blood 
pressure as occur can always be accounted for by the duration 
and severity. of the operation. In one patient the blood pres- 
sure actually rose from 120/50 before to 132/78 after opera- 
tion. Although in this series large doses of a barbiturate were 
being given there were no mental disturbances. One patient 
was unconscious for 12 hours; the remainder regained fulh 
consciousness within 6 hours. 

It was indicative of extreme shock if the patient required 
0.25 g. or less during the period of preparation, usually lasting 
10 to 15 minutes, and those patients requiring 1 g. or less for 


_the whole operation, including the preparatory period, stood 


a very poor chance of survival—one patient out of eight 
surviving. 


Operative Procedure 


Catheterization before the operation is begun is essential, as 
not only does this eliminate a possible mechanical obstruction - 
but it will sometimes reveal unexpected renal damage. Pre- 
operative stomach intubation has been limited to those cases 
in which vomiting has been marked and profuse, and, where 
necessary, it is now carried out under the initial stages of the 
anaesthetic. 


With few exceptions a median or paramedian incision has 
been used, the site of choice being that on which it is thought 
maximum injury to the abdominal structures is present. Where 
the abdominal wall has been grossly injured, operation has been 
carried out through the existing wound, after its excision and, 
if necessary, enlargement. 


In a thoraco-abdominal wound a decision has to be made as 
to whether the approach shall be through the diaphragm or by 
an abdominal incision. Where it has been decided during the 
diagnosis—in which radiographs are extremely valuable—that 
the damage is confined to structures easily approachable through 
the diaphragm, then this is the preferable route. Otherwise an 
alternative approach must be employed. It is only in wounds 
of the lower chest wall that the former approach is likely to 
be used, and it seems unnecessary to resect a rib, sufficient 
exposure being obtained by suitable retractors after an inter- 
costal incision which excises the wound of entry. It should 
be noted in passing that splenectomy, through this approach, 
is a much simplified .and more rapidly performed operation 
than through an abdominal incision. 

In many cases the abdomen is filled with blood, which should 
be sucked and swabbed away before proceeding to a full inspec- 
tion of the abdominal contents. This must be carried out in 
all cases save those in which the approach has been through 
the diaphragm and the surgeon is certain of the location of the 
injured structures. In some of our cases unexpected injury of 
the jejunum has been located when the main lesion has been 
far away in the right iliac fossa. 

Some definite plan must be carried out in the examination 
of the abdomen; we have, as an initial stage, adopted the 
procedure of inspecting the region believed to have been dam- 
aged, and after dealing with the injury there, the remaining 
contents—the small intestine from the caecum to the duodenum, 
the large bowel from the transverse colon, down on either side 
—are searched. Criticism may be levelled at dealing with 
soiled gut first, in that spread of infection is likely, but against 
this may be placed the fact that if a perforation is not sealed 
at an early stage in the operation the actual manipulations 
of the gut encourage extensive leakage through the site of 


injury. 


No intraperitoneal medication has been used in the series 
of cases reported, but we believe that microcrystalline sulpha- 
diazine is of value. It is probably best to leave a small catheter 
protruding from the peritoneal cavity, and through this to instil 
5 g. of the drug in suspension at 8-hourly intervals for 24 
hours. To prevent leakage the tube is clipped at the end of 
each instillation. 


Drainage of the general peritoneal cavity has been used only 


in cases of gross liver damage or those in which frankly 
infected peritoneal exudate was present. 
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Individual Injuries 
1. Stomach 
Little need be said about these except to remark that wherever 
the anterior stomach wall has been perforated it is essential to open 
the lesser sac of peritoneum in order that the posterior wall may 


be examined. 
2. Duodenum 


Large wounds of the duodenum have a marked tendency to break 
down and to give rise to a duodenal fistula, from which the patient 
will ultimately die. _In addition to suture of any large rent, a gasiro- 
enterostomy, performed at the time of the initial operation, is 
probably advisable. Drainage down to the site of the lesion should 
be instituted. 

3. Small Intestine 


It is often stated that the whole of the intestine should be 
examined before a decision is made whether resection or suture is 
to be carried out. This in practice is not satisfactory, as it is 
impossible, with multiple perforations, to prevent leakage from these 
while the rest of the bowel is examined. Unless, as the peritoneum 
is opened and the examination of the abdominal contents has begun, 
it is quite obvious that resection will be necessary, perforations 
should be treated as they present, either by invagination or by one or 
two through-and-through sutures. 

Occasionally it will be necessary to resect a section of the bowel, 
and some of these repaired perforations may be included in the 
length of gut removed. Even so, the short period of time spent 
in the repair has not been wasted, as it has prevented the escape of 
intestinal contents and consequent soiling. 

Resection should be carried out only in those cases in which the 
mesentery is’ so damaged as to intérfere with the viability of the 
gut, or in injuries the local repair of which is likely to be followed 
by stenosis of the intestinal lumen. In our series, resection was 
carried out as the only intra-abdominal operation in 3 cases, of 
which two recovered, and, in addition to other procedures, on a 
further 3, two of which terminated fatally. Post-operative con- 
valescence in these cases has caused little more anxiety than in 
those in which the lesion has been oversewn. The fatal results 
occurred in patients with severe associated lesions who were in 
extremely poor condition before operation. End-to-end anastomosis 
has been employed, the bowel being severed somewhat obliquely in 
order to give a larger lumen after suture. 


4. Caecum 


When the lesion is small and on the peritoneal surface it is 
perfectly safe to oversew or invaginate the perforation, but when 
the rent is large and the caecal wall grossly bruised, exteriorization 
with partial repair to form a caecostomy is advisable. In cases in 
which the posterior wall, uncovered by peritoneum, is injured, the 
surface should be exteriorized and the rent left open or sutured, 
according to the severity of the wound. The caecum will be brought 
out through a separate muscle splitting or dividing incision. 


5. The Large Bowel, excluding the Rectum 


The general principle of mobilization and exteriorization of the 
injured viscus is one that must dominate treatment; but before such 
procedure is carried out the perforations in the bowel should be 
temporarily sutured to prevent escape of faeces during the manipula- 
tions. 

In the case of the transverse or pelvic colon exteriorization is 
simple, and rarely is mobilization necessary, but in other parts of 
the large bowel not provided with a mesentery the procedure is 
more difficult. In a case of injury to the upper part of the ascend- 
ing colon the whole of the bowel from the caecum to the hepatic 
flexure may require freeing if the bowel is to be brought to the 
surface without tension. The peritoneum along the outer border 
of the bowel is incised, after which the latter is gently stripped of 
its attachments to the posterior abdominal wall, until it is held only 
by the thin layer of tissue containing the blood supply. Gauze 
dissection is of great value in this: manceuvre. Some cases with a 
loose posterior attachment will free easily, but when the bowel is 
fixed fairly firmly, and the patient is broad and muscular, every 
possible band of tissue attachment has to be divided to obtain the 
necessary mobilization. A similar procedure is necessary for lesions 
of the descending colon, the injured bowel being brought out through 
a separate incision in the loin. 

The type of colostomy performed is a matter of choice. Where 
it is possible, the ascending and descehding links may be sutured 
together along the lines of a Paul—-Mikulicz operation, the damaged 
portion of the bowel being subsequently cut away. An enterotome 
is used at a later stage to crush the spur intervening between the 
two loops of gut. It is, however, a procedure that is not always 
possible save in the case of the transverse and pelvic colons, and, 
where feasible, requires more extensive mobilization, the opening up 
of larger cellular spaces from which toxic absorption may occur, 









and additional time. We have not employed this technique, ; 
have always exteriorized the bowel as a spur colostomy, usin; . 
method described by Ernest Miles. This is a matter of a the la 
choice; but as a result of experience in civilian life and in vail throug 
spent at base hospitals we have found that the closure of cunt and p 
colostomy is not a difficult procedure, and, provided that “a ‘ ‘a 
taken not to open the peritoneum, is unaccompanied by dan © @ hour 
















. The argument advanced in favour of the exteriorization ap to om 
large-bowel wounds is that there is usually an associated bruisi \ 
of the wall surrounding the actual perforation, and that any sutu and th 
line is most likely to give way. This is undoubtedly true in m Any 
cases, especially when extensive faecal soiling is present, But of abi 


can never be, denied that a colostomy, however temporary, jg bul venous 
a source of discomfort to the patient, particularly in the ascendin f the 
colon, where the faecal discharge is fluid. If it can be avoided wi 4 
safety a service has been done to the patient. 


Occasionally the wound in the colon is small, and so clean-cut an As 
without surrounding tissue damage that simple suture may be carri be bu 
out, or the perforation sutured and extraperitonized by. stitchi lowed. 
the peritoneum and the rectus sheath to the bowel wall around ¢ bowels 
injury. This advocacy of any procedure other than exteriorizatiog reducit 
may be considered dangerous, but with prolonged experience Ac 
abdominal injuries selected cases can be treated safely in this fashio iodi 
Where the ascending colon has been exteriorized a short-circy) am 
anastomosis between the small intestine and the transverse colon j ao 
of value in reducing the fluid faecal loss to a minimum. the act 

In two of the cases in our series such extensive disruption of { strepta 


colon was present as to necessitate resection with subseque such ¢ 
anastomosis. Both patients died, one after 16 days. This case wap been | 
associated with a large injury of the duodenum, for which gastrog cases ¢ 
enterostomy was performed 14 days after the injury. At the ti 


of the second operation the anastomosis was observed to be firm pe 
healed. the ca 
6. The Rectum catastr 

Where the lesion is intraperitoneal, repair and colostomy shoul . vn 
be carried out. If the rupture is small and below the peritone p lag 
reflection, divergence of the faecal flow by a colostomy is probabl@ °° | 
sufficient; but in cases in which the damage is severe, drainage o the inj 


the pelvic faecal tissues is necessary, after removal of the coccyx an after 2 
strapping up the rectum. 
Table s 
7. Solid Viscus Injuries 





Wounds of the kidney may be present with other intra-abdomin 
lesions ; when the organ is grossly disrupted, nephrectomy, throug 
the abdominal route, must be carried out. Two cases in our seri 
have been associated with such injuries; both terminated fatally. 


Ti 





Within 1 
Over 2 





Splenectomy 
When any but the slightest damage has been suffered by th 
spleen, splenectomy is the correct treatment to adopt. We ha 
three such cases ; in two of them—in which injury to the viscus 
was the only damage—recovery resulted. The liver was dam-j multip 
aged in only one case in this series, the rent being oversewnJ that le 
This procedure is impossible when the injury is gross, or if it} died af 
involves the diaphragmatic surface of the viscus and af 
abdominal approach has been made. 


Cou 
lesion 
cases ¢ 


Reliance must then bee , 
The | 





placed on packing, this being removed in 48 hours. When the 

injury is extensive and there is likely to be a considerable} The | 

escape of bile, drainage of the area is desirable. are bro 
If, on the diagnostic points to which reference has beeng Pento 


made, it can be assumed that the injury is likely to be ong SY8ery 
the diaphragmatic surface, approach through the chest ig While 


indicated. mild de 
difficult 


Post-operative Care 

Considerable controversy has arisen as to whether these 
patients should be nursed lying flat or in the typical Fowleq The 
position. Our own opinion is that, provided the patient is nol in-patiey 
sat up until his shock and its effects upon the circulation havé@ hospital 
disappeared, there is nothing to choose between these alternag lt was 
tives. Some patients who have been nursed lying down havg *ler th 
begged to be allowed to sit up; some sitting up have asked t0 y og 
lie down. It is the contrariness of human nature, as we d phen 
not believe that ultimate recovery or otherwise is affected caguattic 
thereby. work ha 

Gastric suction is instituted as soon as the patient recovesgR.A.F.) 
consciousness, the Ryle tube being passed through the nasil Prepare 
route. It is retained until only b:le is being drained from tt ot og 
stomach, and during this time fluids are allowed by mouligp,.,., 7 
So long as stomach suction is maintained—in the average C{ modern 
for from 3 to 4 days—four pints of saline and one of plasm§Clinic ; 
are given by intravenous drip daily. Rarely, when suctid kind of 
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I pe — 
Shas to be continued beyond this period in patients in whom 
of pe the large bowel is not involved, saline may be administered 
| in raid through the recta! route. Provided a narrow catheter is used, 
- of such Mand provided the flow 1s intermittent—a half-hour in every 


hat care i hour—absorption by this method is satisfactory. From time 


inique, a 
/, using 














y danger. J) time, after suction has ceased, the patient again starts to 
tion of aif ypmit, and there must then be no hesitation in resuming this 
ed bruising and the saline drip. 

any sutu 





Any severe ileus is rare in cases sO treated, but in the event 
nt. But of abdominal distension becoming increasingly great, intra- 
rary, ig byg venous pituitrin—I1 c.cm. in 10 c.cm. of water or saline—is 
of the utmost value, and the passage of flatus and faeces is 
immediate. 

As soon as stomach suction is stopped the diet may rapidly 





‘ue in m 











ean-cut a be built up, the inclinations of the patient being largely fol- 
Bade. jowed. An enema or colostomy wash-out is useful when the 
rowel bowels fail to act normally. Sulphaguanidine is valuable in 





reducing the offensiveness of colostomy. 

A course of penicillin is now given as a routine, either by 
periodic ‘injections or by a continuous intramuscular drip, as 
not only is the drug of value in counteracting the sepsis of 
the actual wound, but it has been found that staphylococci and 
streptococci are normal contaminants of the peritoneum in 







hort-circ 
‘se colon j 







ition of t 







subseque such cases. Those associated, with grossly dirty wounds have 
is case wag been given sulphadiazine in the intravenous drip. In such 
ich gastro cases alkali has always been administered by the same route. 
\t he Factors in the Causation of Death.—First and foremost in 
0 be firm 





the causation of death, as in all civilian types of abdominal 
catastrophe, is the period of time elapsing between the onset 
of the lesion and the start of the operation ; the accompany- 
ing Table illustrates this point. It will be seen that among all 
is probabil °° coming to operation within 10 hours of the receipt of 
irainage of the injury the mortality is 20%, rising to 71% in those arriving 
coccyx ang after 20 hours. 






- peritone: 








Table showing Relation of Time of Wounding to Mortality Rate 
(54 Cases) 




















, j | 
abdomin Time Factor | No. of Cases | No. of Deaths | Mortality (%) 
ly, throu 
| Our serief Within 10 hours =... | 30 | 6 20 
” 20 ” ee | 
hee ba ten, 7 | 5 71 





Coupled with this factor is the severity or otherwise of the 
lesion and associated extra-abdominal injuries. Of the six 







A Summary and Conclusions 

The treatment of gunshot wounds of the abdomen is discussed. 
‘The use and advantages of pentothal anaesthesia in these cases 
are brought forward. 
has beenf Pentothal has been found to be an ideal anaesthetic for abdominal 
to be on Surgery in shocked patients. 

chest 1 While this drug can be used with safety where there is only a 
mild degree of shock and where large doses have to be given, it is 
difficult of control and cannot be recommended in these cases. 





nsiderable 











ther these 


al Fowle _ The York Clinic at Guy’s Hospital is the first psychiatric 
lent 1S nol in-patient clinic to be established in this country as part of a general 
ation hav@ hospital in close association with the tradition of general medicine. 
se alternay It was not expected to be able to admit psychiatric patients till 
lown have after the war, but the foresight of the York Council in proceeding 
> asked ta with the building was justified, for at the end of 1943 the opening 
os a of the clinic for the purpose for which it was built was urgently 

ffected requested by the Ministry of Health to provide beds for psychiatric 
S allecie) casualties among officers of the Services. An immense amount of 
work had to be done by Dr. R. D. Gillespie (now Air Commodore, 
t recovesf.A.F.) and Mr. Lees Read to furnish and equip the clinic and 
the nasi 'pare the organization. It opened on April 3, 1944, and a report 
from theg the first year’s work has been issued as a cyclostyled document 
ve of six foolscap pages by the acting medical director, Dr. Felix W. 
y Brown. There is undoubtedly a growing demand for treatment by 
erage iSpmodern psychiatric methods outside a mental hospital, and the York 
of plasm Clinic at Guy’s has excellent opportunities to provide the right 
nn suctiompkind of training for future psychiatrists. 
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It has been shown by Bulleid (1938) and others that the com- 
monest organism causing an infection of the pulp canal and 
periapical tissues is Str. viridans. Most strains of this organism 
are resistant to sulphonamides, especially in the presence of pus, 
but Fleming (1929) found that many are very sensitive to the 
action of penicillin, and therefore the effect of this chemo- 
therapeutic agent on infected pulp canals seemed worthy of 
investigation. 

Adams (1944) injected penicillin through the apical foramina 
in 2-c.cm. quantities, using 2,000 or 3,000 units for each injec- 
tion. It is difficult to see how the periapical tissues could 
absorb this volume of fluid, and his criteria of sterility were 
not given; apparently an insufficient number of consecutive 
sterility results were accepted as adequate. He obtained a satis- 
factory result in all of 12 cases which he treated. It is sur- 
prising that in every case he apparently assumed that he was 
dealing with organisms sensitive to penicillin, although sensi- 
tivity tests were not carried out. In view of this work it was 
necessary to repeat the use of penicillin with more adequate 
bacteriological control. 


It was clear that the common methods used in assessing the 
sterility of pulp canals—namely, (a) the absénce of clinical 
signs of periodontitis, and (b) that the dressings removed appear 
clean and odourless—were inadequate for this work. Grossman 
(1936) showed that of 150 teeth, which by the appearance of 
the canal and odour of the dressing were judged by several 
dental practitioners to be ready for filling, 42% were still 
infected. A putrid odour may be produced by some organisms, 
especially anaerobic bacteria, but is often absent even in cases 
of gross infection by aerobic bacteria. A smear of the necrotic 
contents of the pulp canal, as suggested by Grossman (1940), 
is a very crude test of sterility. Radiographs of the periapical 
tissues may or may not reveal the presence of a rarefying 
osteitis due to infection, but this rarefaction must neces:arily 
continue for some time even if the tissues have been rendered 
sterile ; thus radiographic evidence is of little value. The only 
methods of ascertaining whether sterility has. been achieved 
that are capable of withstanding criticism by bacteriologists are 
cultural methods, and the technique should be one which will 
demonstrate the relative number of organisms and the pre- 
sence of anaerobic as well as aerobic organisms, and must 
entail no extra effort or skill on the part of the dental surgeon. 

The ability to sterilize the pulp canal and periapical tissues 
has long been disputed. Gottlieb et al. (1938), Thoma (1943), 
and Grossman (1940) state that these tissues can be sterilized ; 
and Sprawson (1926) concludes that “ when tested by cultures 
and films they can usually, after prolonged treatment, be ren- 
dered sterile,” but he found that six months or more was neces- 
sary to obtain sterility in some cases. Prinz (1911), Bulleid 
(1938), and others have stated that no antiseptic treatment will 
permanently sterilize a once-infected pulp canal. It is doubt- 
ful, however, if the bacteriological technique employed in all 
past work has been adequate to enable a final conclusion to 
be drawn. 

Penicillin is a freely diffusible substance, and it was hoped 
that it would diffuse into the periapical tissues and increase 
their chance of permanent sterility. 


Method 

The following procedure was adopted for the bacteriological 
investigation of infected pulp canals and their treatment with 
penicillin. Single-rooted teeth only were investigated. On the 
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first visit a radiograph was obtained and the tooth isolated with a 

a rubber dam, the crown being repeatedly swabbed with 70% The problems met with in the treatment of snhacdil 

pence ee » — ning Neogare vip : oe ca ene vital teeth with associated chronic periapical osteitis are rl PENI 
ee ee NRE RT, SEN eS Peet Bepect. > o> Be similar to those presented by chronic bone infection in orth 

of a sterile paper point moistened with nutrient broth was k in teeth feted wad 0 

: , : . paed.c surgery. oth cases infected and, maybe, necrotic 

introduced into the canal and then dropped into a sterile Sst. ie Je present which is not easily accessible ; and a fos: ( 

ee a tom ee ae caer ae ed = complication in pulp-canal therapy is the deliberate retention 

canal and dropped into 10 c.cm. of sterile broth. Having thus oF these dead or relatively non-vital tissues. Robertson (1944 

obtained material for the bacteriological investigation, the pulp concluded. that the local application of penicillin in cases 

canal Pk sarees ‘mechanically with sterile instruments and’  opronic bone infection has so far been disappointing, and oa 

peo ae hers hewn aeuny — : three factors whch appear to be responsible: (1) failure of 
Penicillin was introduced into the pulp canal by saturating continuous application ; (2) inaccessibility of bone infection 

sterile absorbent paper points in a solution containing 20,000 (3) presence of dead bone. n; 

Oxford units per c.cm. It was found that, on an average, rae . . . 

approximately 50 units of penicillin was introduced with each it a points in relation to pulp-canal therapy, difficul 

dressing, which was sealed by a layer of sterile wax, followed j is acad 


by zinc oxyphosphate cement, wax being used to prevent any .. (1) Failure of continuous application is equally applicable wi i 
. yi Se : P Y the additional factor that as space is limited the amount of wedi ai 


In the 


destruction of penicillin by the cement (zine oxide with eugenol which can be applied most necessarily be small. year a: 
was observed to destroy penicillin completely); and the above (2) Inaccessibility is certainly th ss idiaieat feet treated 
procedure was repeated, usually at 48-hour intervals for the a ae y the case in Cental pulp infecings follow: 


second and subsequent visits, if the organ-sms were foun? sens - na raguerontoa gt ertapangh “Trg spice! Sone eae ts 
tive to penicillin, otherwise a tricresol dressing was substituted. (3) Whereas necrotic bone is not very commonly met in periapical] This 
The sterile test-tube containing a paper point and the second osteitis following gangrene of the pulp, the cementum is often| well-es 
test-tube with a point in broth were sent to the laboratory, denuded of periodontal membrane, and when this occurs the soure| with I 
where the following investigations were mace. of its nutrition is cut off and the result is necrotic cementum, hourly 
The Gret point was withdrawn’ with sterile forceps and rubbed Cementum is histologically very similar to bone, and dead cementum suppur 


: cog : : i ble to a sequestrum. Mowlem (1944) says that “ penj. 
blood-agar plate while a sterile iron strip was introduced eee : ‘ 3 : peni . 
bias the be of then to provide conditions in which both esnaia: cillin is unlikely to give bacteriological control in the presence of being s 


é : . Teas tra,” a e i is i igati foreigt 
and anaerobic organisms will grow, cultures being incubated at eae nd the findings of this investigation confirm those of 6 


37°C. overnight. The direct plating gives a rough quantitative orthopaedic surgeons. One case out of 20 responded to treatment ;down 
result of the organisms present, while the broth is a more sensitive 


with penicillin alone, and radiographically no destruction of} penicil 
test for both aerobic and anaerobic organisms—growth of the latter periodontal membrane was seen, so that it is just conceivable that} sulpho 


being possible in the presence of the metal strip. Subcultures were PRS SR Ee. ee an op 
made from the broth aerobically and anaerobically to confirm The results of this investigation show clearly that penicillin} grave 
sterility and to carry out penicillin-sensitivity tests on organisms administered as described is of little use in the treatment of} of rib 
grown. R infected non-vital teeth. Not only were half the cases ulti-} combi 
f esults . = mately infected with insensitive organisms but even those that} by loc: 

A case was not considered sterile until a minimum of three. were sensitive failed to respond to penicillin treatment. failed 


consecutive steri'e results were obia.ned; in some cases up 
to seven consecutive s‘erile resulis at 48-hour iniervals were 
obtained, while in others, as a more stringent test of sterility, 
a sterile point was sealed in the: pulp canal for a week and 
used to inoculate a tube of broth. 


We would emphasize that there has been insufficient con-| thorax 
demnation of the practice of sealing into pulp canals organisms **t4bli 
of unknown virulence and invasiveness. Adequate bacterio-| !0cal i 
logical control of pulp therapy is possible only through co-| fr Gt 
, : operation between. the dental surge iologi 

Twenty-three cases were treated ; with 3 of these no organisms cae a satisfactory saaen Fre ae Sage ire aa Pre 
were cultured, and the condition was possibly the result of the dental surgeon. Finally, any co-ordinated pathological] (a) } 
aseptic gangrene of the pulp. The remaining 20 cases com-  cervice should be available easily and cheaply to dental sur-| intrapl 


prised 16 with chronic periapical osteitis, 3 with an acute sup- geons as well as to medical practitioners. radiolc 
purative inflammatory process superimposed on the latter, and 1 60.000 
with an acute periodontitis resulting from gangrene of the pulp. Summary Mises “i 
The following organisms were grown from the original paper . A technique is described for the bacteriological control of dental replace 
points in the 20 cases exam.ned: Str. viridans (17); non- Pulp infections. conditi 
haemolytic streptococcus (3); beta-haemolytic streptococcus Of 20 cases examined 17 proved to be infected with Str. viridans; |). 
(2); anaerobic streptococcus (1); Staph. pyogenes (2); Staph. 14 Of these strains were sensitive to penicillin. ive 

albus (1); Bact. coli (3); B. subtilis (2) ; Ps. pyocyanea (2), and In each dressing 50 units of penicillin were used, and dressings] : 
‘ ¥ were done at 48-hour intervals. (b) # 


Saccharomyces (1). 


It should be noted that in 11 cases a mixture of two organisms Only one case was sterilized by penicillin, 7 dressings beingyhaemo 


was grown: of course, in these cases the infection of the "“S*"¥: pyre 

Gove Ae ey - Eleven cases were infected with organisms which were insensitive] (1) Wh 
periapical tissue might well have been caused by a ‘ single to penicillin, and these were treated with tricresol, applied at weekly] is reco 
organism, the secondary infection of this tissue depending on __jntervals. Sterility was obtained with an average of 5 dressings. {radiog1 


the relative invasiveness of the bacteria in the pulp eanal. Eight cases continued to give cultures of an organism sensitive{lung ti 

Individual insensitive strains are often found in groups of to penicillin even after prolonged treatment with this antiseptic, and} such b 
organisms which are in general sensitive, and sensitive strains these were finally treated with tricresol. tory ; i 
are known to become insensitive when the dosage of penicillin The similarity in the results of this investigation and those foundjand tt 
is small. Although the latter point was not observed, in 3 out in cases of chronic osteomyelitis treated with penicillin by ortho} a nirat 
of 17 cases the orignal culture of Str. viridans proved to be Paedic surgeons is noted. a thor 
insensitive to penicillin. Insensitive organisms were finally We are indebted to Mr. A. G. Allen, dental surgeon to thejunits is 
found to persist in 11 cases, and these were therefore treated . London Hospital, for helpful interest and for access to his patientsifof py 
with tricresol ; 10 of them were sterilized after an average of 2d to the Yarrow Fund for a grant to one of us (F. E. 5). infectic 
5 weekly dressings. Of the remaining 9 cases only one was REFERENCES done, : 
sterilized with penicillin; the remainder received dressings at Adams, F. R. (1944). Dental Items of Interest 66, 1147. 1 Sindenss, Wl logical] 
regular intervals varying from 48 hours to one week without Pilani, Chied Bay 5 Shag gga PE CE with p 


becoming sterile. One case. received weekly dressings for 4 Fleming, A. (1929). Brit. J. exp. Path., 10, 22 


226. 
: ° steed “4: :_ Gottlieb, B., Schwarz, A. M., and Stain, G. (1928). Z. Stomatol., 26, 1151. 
months, and on each vist a'Sir. viridans sens.tive to peni Geomman, L. L. (2930. J. dant. Res., 18, 


cillin was grown in*pure culture. The case rendered sterile ree ta | Higat Canal yeerasy, P. lal Lea and Febiger, Philadelphia. (a) 
‘ Hepes . oe owlem, R. . British Medical Journal, 1, ° 
with penicillin had an acute periodontitis not related to a Prinz, H. (1911). Dental Materia Medica and Therapeutics, 2nd ed., Geotlof infe, 















chronic inflammatory process of the periapical tissues and Keener and Co., St. Louis. ; 7 We ae 
required 7 penicillin dressings at intervals of 48 hours before + we mea aa tae Journal, i, 519. atraph 


sterility was obtained. Thoma, K. H. (1943). Oral Diagnosis, p. 51, W. B. Saunders Company. fe ets 
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sted non peNICILLIN IN WOUNDS OF THE CHEST 
in ortho- BY 

> Necrotic A. L. D’ABREU, Ch.M., F.R.CS. 
a further Lieut.-Col., R.A.M.C. 

retention ; 

on. (1944) AND 

| Cases of J. W. LITCHFIELD, B.M., M.R.C.P. 
and cites Major, R.A.M.C. 

failure of 4s : 

infection : (From a British General Hospital, C.M.F.) 


In the mass .of. literature dealing with penicillin therapy it is 
| therapy, difficult to obtain a clear picture of what is practical and what 
jsacademic. We hope this short paper may be of value. 

cable with} Since penicillin became available to this centre more than a 
f penicillin year ago, over 500 penetrating wounds of the thorax have been 
; treated. We believe that the therapy is best employed as 
infections, | follows. 

efore the General Parenteral Therapy 


periapical This is used only occasionally, and has not supplanted the 
1 is often! well-established sulphonamide drugs, which may often be used 
the soure| with less distress to the patient, as they do not involve three- 
cementum. | hourly injections. The indications are: (i) When pulmonary 
at “al suppuration or severe infection exists with a pyothorax that is 
resence of being surgically drained. Traumatic lung abscesses—i.e., around 
1 those oft foreign bodies—infected missile tracks, and the rare breaking- 
treatment; down lung haematoma have been greatly benefited by general 
uction of} penicillin, which in these instances is more helpful than the 
vable that} sulphonamides. (ii) In severe chest-wall lesions, associated with 
an open sucking septic pneumothorax, which used to be a 
penicillin} grave problem. Their closure after re-excision and removal 
atment of| of rib or scapula fragments (if necessary) is readily effected if 
‘ases ulti-| combined with general penicillin, assisted in the first three days 
hose that} by local penicillin given by instillation tubes ; no such case has 
x failed to remain closed. (iii) For a simple or infected haemo- 
thorax general penicillin is of little or no value: it has been 
established (d’Abreu, Litchfield, and Scott Thomson, 1944) that 
local intrapleural penicillin is far more efficient as a bacteriostat 
for Gram-positive infection in such effusions. 


‘ient con-| 
organisms 
bacterio- 
rough co- 
eriologist, 
fort from 
thological] (a) Primary Treatment (e.g., in Forward Units).—Repeated 
ental sur-|intrapleural injection of penicillin without bacteriological and 
radiological check is unwise. The intrapleural injection of 
60,000 units in 6 to 10 c.cm. (no more) at the end of the first 
two or three aspirations is advised ; this injection in no way 
replaces adequate aspiration. As soon as the patient’s general 
condition has been improved by these early aspirations he is 
usually fit for transfer to a general hospital or chest centre, 
where further treatment can be more satisfactorily carried out. 
(b) At General Hospital Level.—At this centre the uninfected 
ngs beingshaemothorax is treated by aspiration without intrapleural 
instillations except under the following circumstances: 
insensitive (1) Where there is coexistent chest-wall sepsis. (2) When there 
at weekly} 1S recognized or suspected pulmonary infection—e.g., when the 
essings. {radiograph shows a peripherally placed foreign body in the 
n sensitive{lung tissue or in the pleural cavity. Our’ practice is to remove 
septic, and} such bodies as soon as the patient’s general condition is satisfac- 
tory ; if operation is delayed because of poor general condition 
1OSe _ and there is a coexistent haemothorax, this is treated by 
by ortho: aspiration and intrapleural penicillin. (3) At the conclusion of 
a thoracotomy for foreign-body removal penicillin, 120,000 

on to thefunits in 10 c.cm. of saline, is instilled after air has been drawn 
5 oe off by an artificial pneumothorax apparatus. Unless there is 
ee infection of the pleural cavity, post-operative drainage is not 
done, and the resultant effusions are aspirated and _ bacterio- 
1s, Willian logically examined as a routine. The missile bed is insufflated 

with penicillin powder before the lung sutures are tied. 


Prophylactic. Use of Local Penicillin, for Haemothorax 


of dental 
viridans ; 
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aii Local Penicillin in Treatment of Infection 

elphia. OTS : 

; (a) Intrapleural—Penicillin is of great value in the treatment 
ed., Georg 


of infected haemothorax and empyemata. It is obviously only 
of use in cases of infection by penicillin-sensitive organisms. 
mpaity, pntrapleural therapy is useless for Gram-negative effusions and 

for penicillin-resistant staphylococci ; it is therefore essential to 
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have most careful bacteriological checks. All syringes used in 
this work require the most careful sterilization by boiling: no 
chemical method is safe enough prophylaxis: the more careful 
the technique the less frequent is Gram-negative infection. In 
an infected haemothorax or empyema containing penicillin- 
sensitive organisms our procedure is to aspirate the effusion and 
inject 120,000 units of sodium penicillin for large cavities and 
60,000 units for smaller ones in 10 to 20 c.cm. of solution, on 
alternate days. The instillation is repeated until three specimens 
of the fluid have been reported to contain no, pyogenic organ- 
isms on smear or culture. Frequent radiological location of the 
cavity is essential: even after the cavity is no longer seen 
radiologically its disappearance must not be assumed, and 
aspiration must be continued until fluid can no longer be 
obtained. Towards the end of this treatment the fluid becomes 
serous and the interval between aspirations can be lengthened 
to once or twice a week. Active breathing exercises are essential 
throughout the treatment. 

Despite sterilization of the cavity, operative treatment is 
necessary in certain cases for the purpose of removal of clot and 
the prevention of excessive fibrin depositicn on the pleura 
(parietal and visceral). The indications for surgery are as follows. 
(i) The presence of a sucking chest-wall wound in association 
with a pyothorax demands surgical drainage (closed) and 
penicillin closure of the wound. (ii) The presence of a large 
broncho-pleural fistula demands pleural drainage. (iii) The 
existence of a very large infected effusion associated with a 
total lung collapse to the mediastinum calls for closed drainage 
because in these cases so much fibrin is deposited that lung 
re-expansion and chest-wall movements are hampered ; a few 
intrapleural instillations may be of great value before drainage, 
because the Gram-positive organisms may be eliminated, with a_ 
great decrease in toxicity. (iv) Considerable fibrin-clot formation, 
as shown radiologically or by repeated needle blockage during 
aspiration, is an indication for “ clot clearance.” If at operation 
a localized pocket is found and the organisms are penicillin- 
sensitive, complete chest-wall closure is followed by post- 
operative aspirations and local penicillin therapy. The larger 
cavities are drained for the reasons given above in (iii). (v) Per- 
sistent Gram-negative infection is a source of trouble because it 
leads to further exudation and fibrin deposition, thereby caus- 
ing mechanical hindrance to lung re-expansion and chest-wall 
movements and continued toxaemia. Clot clearance and drain- 
age are done for these cases after an adequate trial of repeated 
aspiration. We are using succinyl-sulphathiazole suspension for 
these aspirations, but this work is entirely in the experimental 
stage. 

(b) In Chest-wall Wounds.—There is little to add to our 
previous published experience (d’Abreu, Litchfield, and Scott 
Thomson, 1944). Wounds that have been treated by excision 
and muscle closure of the pleural “suck” in the forward area 
arrive with the skin left deliberately unclosed: suture (delayed 
primary) is done soon after arrival with the assistance of 
penicillin-sulphathiazole powder. We excise septic chest-wall 
wounds, including the removal of rib and scapula fragments if 
necessary, and close them by suture with the aid of penicillin 
solution introduced by tube instillation: this is given for five 
days if there is underlying bony damage. The results are very 
successful even in the presence of frank pus. This method does 
not seem to be known widely enough. It is the solution of the 
problem of the septic open sucking wound (d’Abreu, Litchfield, 
and Scott Thomson, 1944). 

We are indebted to Col. William C. McKinnon, the officer com- 
manding, for permission to publish this paper. 

REFERENCE 
d’Abreu, * L., Litchfield, J. W., and Thomson, Scott (1944). Brit. J. Surg., 
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C. F. Dixon and A. L. Lichtman (Surgery, 1945, 17, 11) record 
their observations on 50 cases of congenital abserice of the gall- 
bladder that have been recorded since 1900 and on 10 cases that 
have been observed at the Mayo Clinic. Symptoms resembling 
those of cholecystic disease were present in 58%; 48 had jaundice 
and 27 stones in the common bile duct. Symptoms were present in 
73% of cases in which the patients were more than 45 years of age. 
Prolonged drainage of the common bile duct with a T-tube is 
advocated in the cases in which symptoms. are present. 
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A CASE OF PENICILLIN REACTION 


BY 


W. MICHIE, F.R.C.S.Ed. 
Major, R.A.M.C.; Surgical Specialist 
AND 


H. W. C. BAILIE, M.B., B.Ch. 
Capt., R.A.M.C.; Resuscitation Officer 


Unlike the sulphénamides, which soon after therapeutic birth 
began to show occasional reactions, penicillin has maintained a 
relatively unclouded reputation. Publication of the following 
case is therefore of interest. ; 


Case History 


On Sept. 7, while reconnoitring an enemy-held wood, a tank 
squadron commander was hit by a fragment of an 88-mm. shell 
which traversed his tank. The fragment—1} by 1 cm.—which was 
embedded superficially in his lower lateral right calf, was removed 
an hour later and a sulphanilamide dressing applied. The officer 
remained on duty, but on Sept. 19 the leg became painfu] and the 
ankle swollen. He was admitted to a field dressing station, where 
sodium sulphate dressings were applied. On Sept. 24 sodium 
penicillin solution was instilled direct into the wound, with a similar 
application on the following day. On Oct. 2 he was admitted to a 
casualty clearing station, where a sinus 1 in. long was opened up. 
Since this officer was a key man urgently required by his unit, 
undiluted sodium penicillin powder (without sulphonamide vehicle) 
was applied in a much higher concentration than is normally 
employed, in the hope that recovery might be hastened. Similar 
application was made on Oct. 5. Progress was satisfactory, and 
on Oct. 10 the wound had almost completely epithelized. On 
Oct. 11 the patient intimated that he had a mild chronic bilateral 
external otitis. At 5 p.m. the same day two drops of sodium 
penicillin solution (100,000 units in 5 c.cm.) were instilled with a 
pipette into each ear. By 2 a.m. the next morning both ears were 
discharging profusely. His leg, previously almost healed, began to 
weep copiously, and literally saturated a moderately heavy cotton- 
wool dressing. The area affected 
corresponded roughly with that 
of previous dressings with which 
penicillin had made _ contact 
(Fig. 1). By evening, eczema- 
tous weeping patches had broken 
out over both ears, the lower 
face, and the chin. On Oct. 13 
a penicillin patch test, consisting 








Fic. 1 Fic. 2 


of two drops of penicillin solution on gauze, was applied to 
his arm. Within five hours the sensation was “ similar to a T.A.B. 
reaction,” and the next morning the patch area presented a weeping 
eczema similar to the areas originally affected (Fig. 2). A mild 
secondary infection of all areas subsequently developed. Healing 
ensued gradually after treatment with ‘“ nuflav ’’ powder. 

The patient was seen again in December. The leg remained 
soundly healed but the chronic otitis persisted. 


Comment 

The particulars of the penicillin used at the field dressing 
station are unknown. That used in the ear and on the leg at 
the casualty clearing station was Pfizer batch 1664, and for the 
patch test Pfizer batch 1594. It is understood that the above 
is the only occurrence of a reaction of this type to penicillin 
therapy in more than 30,000 cases treated in the B.L.A. 

No attempt is made to discuss the causative factors of the 
reaction, and it is imposs:ble to tell whether it-was due to 


.the larynx, involving both ventricular bands and vocal cords. There} conven 
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penicillin itself or to associated impurities. Presumably, how. 
ever, it was a matter of personal idiosyncrasy, since many other 
cases were treated with the same batches of penicillin and 
showed no reactions of any kind. 


Our thanks are due to Lieut.-Col. R. Evans for 
submit this report for publication. 
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SUBGLOTTIC STENOSIS AFTER EXPOSURE 











































TO A HIGH CONCENTRATION OF [2; 
SCREENING SMOKE (ZINC CHLORIDE) f°" 
iol . Mecheo 

R. B. LUMSDEN, M.B., Ch.B., F.R.CS.Ed, which | 
Lieut.-Col., R.A.M.C. on thre 

AND passed 

C. D. WEIR, M.C., M.B., ChB. oa ies 

Capt., R.A.M.C. movem! 


On Oct. 3, 1943, in the Mediterranean theatre of war, Pioneer re al 
K., a Palestinian Arab aged 28, was exposed to an extremelyg—I32 | 
dense cloud of screening smoke (zinc chloride) issuing from gpdilatatic 
room below, where smoke generators had exploded. He wags? | 
one of seven casualties, three of whom died. The following 1@v! 
is a record of his case. to his 


Case History subsequ 


On admission to a general hospital two hours after exposure the 
patient was found to be moderately distressed.. He had a harsh Thi 
cough with profuse frothy sputum, slight stridor, and vomiting. / - 
few rhonchi were present. Oxygen was not required. Twelve ho ture ise 
later his temperature was 101.8°, pulse 135, and respirations 35§4iSCOVé 
He complained cf a sore throat and retrosternal pain and was cough$eXposu 
ing up frothy salmon-pink sputum, but was no longer distressed{made | 
Sulphapyridine was started. Blisters developed on the ears andito mu: 
hands. These were punctured two days later and straw-coloured (2) The 
fluid was evacuated (insufficient for chemical tests). Subsequent contint 
healing was uneventful and was not delayed. The bronchitis re- h 
solved in five days, leaving the patient apyrexial, with hoarseness and thoug 
slight cough, and complaining of pain in the throat. The pharynx (3) The 
looked healthy. Indirect laryngoscopy two weeks after the accident{ this ca: 
revealed a yellowish-white membrane over the anterior surface offable. 


was some generalized oedema, and the entire larynx was of a dusky- 
red hue. Cord movements were normal. On Oct. 23 (three week 
after admission) he developed stridor, which passed off but recurred 
on a number of occasions, until on Nov. 2 tracheotomy (under local} of a ft 
analgesia) became necessary. This was followed by a right basaly A lie 
pneumonia which resolved under sulphapyridine. By mid-November] Was ad 
he was up and about, but on Nov. 18 laryngoscopy showed marked side of 
oedema of the arytenoids and ventricular folds, with stricture of the mé 
the glottic aperture. gastrost 
The patient came under our care in a Middle East General betweer 
Hospital on Jan. 13, 1944, presenting the problem of reconstitution} ? °°"! 
of an adequate airway. On admission his general condition was meng 
good. There were considerable congestion and oedema of both ™Prov! 
arytenoids and ventricular bands, redness of the vocal cords, and weeks 
marked subglottic swelling. During the next six weeks he had two perforn 
intercurrent attacks of bronchitis with pneumonitis, and one attacll thought 
of tonsillitis which resolved rapidly under sulphathiazole but delayed onan 
any attempt to deal with the stenosis until March, 1944, when partia igh ; 
** corking ’’ of the tracheotomy tube was tried out but could not b¢ ae 
tolerated. Fp 
On May 17 (74 months after the accident) direct laryngoscopy o, a 
demonstrated marked subglottic narrowing, with granulations block§ Fortyn: 
ing the lumen. A portion of granulation was removed for examina without 
tion, and the histological findings were: ‘‘ Oedematous granulatioj 
tissue with fibrosis in the deeper layers. A tendency to haemorrhag ees. 
is indicated by collections of haemosiderin-containing macrophages ing a ¢ 
The appearances suggest that it is some mechanical or chemica are ind 
factor, and no infection, that is responsible for failure to epithelize.§ notes 
Blood Wassermann and Kahn tests were negative. During the ne™in prov 
four weeks Jackson bougies (up to size 20) were passed on tW 
occasions, and on July 26 continuous dilatation was instituted b 


Cont 
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means of a piece of stout rubber pressure-tubing about 2 in. lom§- The 
the lower end of which was cut obliquely to enable it to Britain 
immediately above the tracheotomy tube. This tubing was insert] present, 
into the subglottic position through the tracheotomy stoma io be 
pulling on a stout silk thread passed down through a laryngoscoP$ inventic 
brought out through the stoma, and stitched to the upper end Gin the 
the rubber tubing. The other end of the thread was stitched to "Gof the 
lower end of the tubing, thus making externally a continuous CiCUB income 
with the tubing in position. A second thread, stitched transversal awarde; 
to the lower oblique end of the rubber tubing, was anchored to “the obj 
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bly, how- tracheotomy tube when in position. On two subsequent occasions, 
1any other}. fortnightly intervals, the tubing was replaced by a piece of larger 
cillin and bore, but on the latter occasion it would not pass through the 
tracheotomy stoma and was therefore introduced through the mouth, 
with the aid of the laryngoscope. A third attempt to replace this 
tube by one still larger was unsuccessful, and the same tube was 
reinserted with some difficulty, owing to persistent exuberant granu- 
jations. Some discomfort and swelling followed this manipulation, 
and continuous dilatation was stopped on Sept. 20. At that time 
it was feared that external operation would ultimately be necessary. 

On Oct. 18 the airway appeared to be remarkably good, and 


Mission to 


OSURE 


OF direct laryngoscopy revealed the entire absence of granulations and 
IDE) 4 somewhat small healed lumen below the vocal cords. Dilatation 
from above by direct laryngoscopy and from below through the 
tracheotomy stoma was begun with Hegar’s dilators—a procedure ° 
nd, which the patient bore with remarkable ease. This was carried out 


Ton three occasions at weekly intervals, size No. 11 being easily 
passed on,each occasion. During this period progressive ‘‘ cork- 
ing” of the tracheotomy tube was effected, and by Nov. 4 complete 
occlusion was being maintained throughout the 24 hours. Good 
movement of rather irregular vocal cords was observed on indirect 
laryngoscopy. The patient’s voice was excellent, and he could 
rt, Pioneerfundergo considerable exertion without embarrassment. On Nov. 18 
extremely —134 months after. the accident and 4 months after continuous 
1g from gpdilatation was started—the tracheotomy tube was removed. The 
He wagstoma closed in three days. 
followin Having been discharged from the Service, he was allowed to return 
‘Ito his home, with instructions to attend the nearest hospital for 
subsequent periodic dilatation. 

























Comment 


miti This case presents some interesting features: (1) In the litera- 
ing. A A é 

velve hour Ure which we have been able to consult we have failed to 
rations 35pdiscover any reference to the occurrence of stenosis following 
was coughgexposure to screening smokes, and though reference has been 
distressedfmade to the possibility of such an occurrence after exposure 
; ears andito mustard gas, no report of an actual case has been found. 
w-coloured} (2) The persistence of granulations, which disappeared only after 
ae pet continuous dilatation’ was abandoned—at which juncture it was 
seni ail thought that this method of treatment had been unsuccessful. 
1e phat (3) The employment of Hegar’s dilators: the circumstances of 
1e accident{ this case justified any method of improvisation that was avail- 
surface ofable. These dilators proved to be satisfactory and reasonably 
‘ds. Therej convenient. 


hates: 2 Continuous Dilatation —Brief reference to another case which 
came under the care of one of us (R. B. L.) illustrates the trial 


ut recurred 
inder lo r of a further method. 


right basalj A lieutenant aged 25 was wounded in Syria in June, 1941. He 
-November} Was admitted to hospital with a large gaping wound of the right 
ed markedjside of the face, mouth, and neck, with loss of a portion of 
tricture off the mandible and thyroid cartilage. A high tracheotomy and 
gastrostomy had already been performed. There was a fistula 
t General between the floor of the mouth and the neck wound, resulting in 
onstitution| 2 CoMStant flow of saliva to the laryngeal wound and tracheotomy 
dition was PeMing. This was controlled by the frequent application of an 
a of both} ™MProvised hand-suction apparatus by a special attendant. Six 
cords, and weeks after being wounded he was fit to have a low tracheotomy 
had two) Performed through a transverse incision. At the same time it was 
one attaclg ought advisable to attempt to improvise a temporary method of 
ut delayes continuous dilatation of the larynx in case this should subsequently 
hen partia prove necessary while the neck wound was still under treatment. 
uld not bé A tracheotomy tube, to the end of which a piece of stout rubber 
tubing was attached, was inserted in an upward direction through 
the upper tracheotomy stoma. This was left in position for a day 
or two, in order to demonstrate that the method was satisfactory. 
papain Fortunately its later adoption was not necessary, as the larynx healed 
without any appreciable degree of stenosis. 


sranulatio 

emorthag aes thanks are due to Major-Gen. J. C. A. Dowse, C.B.E., M.C., 
crophages) ‘S., M.E.F., and to Col. G. H. Haines, M.C., officer command- 
- chemic ing a general hospital, for permission to publish this record. We 
spithelize are indebted to Major J. A. Kilpatrick, R.A.M.C., for the early 


Notes on the case, and to Major W. S. Kerr, S.A.M.C., for his help 
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. yee “: In providing us with some of his personal instruments. 
stituted bg ——— = 

in. long. Caer «te 
2 ail i irs Scientific Instrument Manufacturers’ Association of Great 
a casa ritain (123, Pall Mall, S.W.) announces that Mr. W. Bowen has 
stom Presented a substantial capital sum, the income of which he wishes 


yngoscogt be be devoted towards the encouragement and development of 
cer Oa peng design, research, processes, and manufacturing technique 
: the scientific instrument manufacturing industry. The Council 


to 
wo . _ the S.I.M.A. have drawn up a deed of trust under which the 
; nee come from the fund is to be devoted each year to prizes to be 


awarded to the employee itti i 
sred to ttl the dicts ot the > s of members submitting papers fulfilling 


INTESTINAL OBSTRUCTION BY 
GALL-STONES 


BY 
MAURICE LEE, F.R.C.S. 


Acute intestinal obstruction by gall-stones, although one of the 
rarer causes of bowel obstruction, has the highest mortality 
rate of all the obstructions of the intestine. Vick’s (1936) 
figures are as follows: 


Simple Obstruction 78 Strangulation % 
Intussusception 15-0 Strangulated inguinal hernia .. 20-0 
Carcinoma 13-0 Strangulated femoral hernia .. 19-5 
Adhesions F ee _ 7:35 Strangulated umbilical hernia 5:4 
Gall-stones. .. as ee 0:7 Other herniae .. - ans 2°5 
Congenital atresia Se 0-6 Internal strangulation «« . 156 

Volvulus ‘ de . 2-6 


Mortality of the Main Types of Acute Intestinal Obstruction 


Gall-storie obstruction 50-60% 
Carcinoma ot colon 35-40% 
Adhesions aa 30-35% 
Internal strangulation 30-35% 


The rarity of the condition is shown by the following figures. 
Barnard (1902), at the London Hospital in a period of 8 years, 
was able to collect only 8 cases of gall-stone obstruction 
i.e., an average of one case a year. Gibson (1900), in a series 
of 646 cases of intestinal obstruction, had only 40 due to gall- 
stones. Prof. Grey Turner informed me that he has had 15 
cases in all his surgical experience. 

Many of the cases reported have been in very elderly 
patients, and in more than a few a second laparotomy has 
been required to remove a second stone. For example, 
Hinchey (1940) reported a case in a patient aged 79, and Dulin 
and Petersen (1939) had a patient of 83 who survived operation. 
Prof. Grey Turner (1932-3) reported a successful and very 
unusual case, in a patient aged 81, in which the obstruction 
occurred in the transverse colon. In my own case (described 
below) the patient was 87 years old and, required two 
laparotomies within two months. The death rate (50%) is high 
because of two facts—late diagnosis (or no diagnosis) and the 
advanced age of the patient. Many of these cases give mo 
history of previous gall-bladder trouble and have been quite 
well until the intestinal obstruction has occurred. 

Gall-stones which give rise to intestinal obstruction are 
always large and have entered the bowel by a process of ulcera- 
tion from the gall-bladder. The fistulous communication is 
usually between the gall-bladder and duodenum, though other 
internal communications have been described. Neligan (1915) 
reported an instance in which gall-stones were vomited into a 
pan by a patient with such force that the sound suggested a 
volley of buckshot being fired into a metal utensil. In this 
case the fistulous communication must have been between the 
stomach and the gall-bladder. 

Not all gall-stones that get into the intestine cause acute 
obstruction. Some are passed naturally per rectum; others 
travel as far as the anus and there become impacted. It is very 
rare for the condition to be diagnosed previous to operat:on ; 
a review of the literature reveals that only 7 cases were so 
diagnosed. In many cases the obstructive symptoms are at first 
temporary ; the patient is relieved for a while and then the 
symptoms recur. This is very misleading to the diagnostician, 
and accounts for the high mortality of the condition. The 
remissions and recurrences of the obstruction are due to the fact 
that the gall-stone becomes temporarily obstructed in the bowel, 
is dislodged by vigorous peristalsis, and becomes impacted lower 
down in the bowel, where the lumen is narrower. It therefore 
follows that in most cases of gall-stone obstruction the stone 
is found obstructing the bowel in the terminal ileum. In my 
patient this occurred in the first obstruction, but in the second 
laparotomy the stone was found in the bowel much higher up 
in the ileum because it was a large stone and therefore could 
not travel further down. In view of the insidious onset of gall- 
stone obstruction and the difficulty in diagnosis of the condition 
in its early stages, the practitioner is faced with a case in which 
treatment is applied late, and perhaps when the patient is 
moribund. As in other types of intestinal obstruction, any 
means that can assist early diagnosis must be used. It is not 
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even now generally realized that vomiting and abdominal pain 
which last for over 24 hours denote a serious abdominal con- 
dition. Again, too rarely is the stethoscope used to auscultate 
the abdomen. Just as a clinician can diagnose an abnormal 
heart sound or chest sound only by repeatedly listening to the 
normal sounds, so only by listening repeatedly to the normal 
sounds in a normal abdomen can he differentiate these from 
the abnormal conditions when they present themselves. The 
chief object of auscultation is to find out if borborygmi are 
absent or not. Increased borborygmi associated with pain 
suggest the presence of intestinal obstruction. Increased 
borborygmi withgut pain, on the other hand, signify bowel 
hyperactivity. A silent abdomen on auscultation indicates 
absence of peristalsis in the bowel and therefore the presence 
of ileus. 

X-ray examination of the abdomen can be very helpful in the 
diagnosis of cases of intestinal obstruction running an obscure 
course. *It must be emphasized, however, that the interpretation 
of straight x-ray films in the diagnosis of acute abdominal con- 
ditions must be made in conjunction with the clinical picture. 
In gall-stone obstruction the outline of a stone in the intestine 
may be seen (see Radiograph). This, of course, depends upon 
the amount of calcium salt present in the stone. But even in 
the absence of this or in other cases of intestinal obstruction 
a straight radiograph of the abdomen can often-be of help in 
determining the degree of obstruction as well as its site. 


Treatment 


In gall-stone obstruction, operation at the earliest moment is 
the treatment of choice. Because of the excessive vomiting 
general anaesthesia should not be used. Once the stone is 
located the intestine over it is incised and the stone removed, 
the. segment of intestine containing the stone having been 
isolated by careful packing. The incision in the intestine is 
then carefully sewn up, transversely if possible. The intestine 
should be examined for the presence of other calculi, but this 
examination should not be unduly protracted. ‘ 


In ‘the general textbooks on surgery it is advised that the 
stone be pushed into a segment of the bowel either proximal 
or distal to the site of the obstruction before the bowel wall is 
incised. In the two laparotomies which I have performed for 
this condition I found that this was impossible. The stone 
appeared to be grasped in the intestine in’ what seemed to me 
to be a state of spasm. It has been suggested that if this spastic 
condition could be overcome by injecting the mesentery of the 
intestine at the site of the obstruction by novocain 1%, the 
stone could then be milked along the rest of the ileum into the 
caecum, whence it would pass easily to the exterior. This 
procedure is feasible if the intestine is obstructed not far from 
the ileo-caecal junction and if the stone is not too large. In 
gall-stone intestinal obstruction there is not only an obstruction 
of the bowel lumen but also an additional spasm of the gut 

_ superimposed—a condition described in American textbooks as 
spastic ileus or dynamic obstruction. Certainly the less time 
that is taken and the less trauma there is in operations on these 
old and ill patients. the better is their chance of survival. 


An alternative to this procedure is the possibility of crushing 
the stone in situ by the introduction of forceps into the lumen 
through a stab incision. Wangensteen (1942) states that he 
attempted this once, but was unable to crush the stone. In my 
own cases I noticed, while examining the stone (second stone 
at second operation) after laparotomy, that it crumbled up 
‘under the pressure of the scalpel when I attempted to divide it, 
much to my annoyance, as it would have made a lovely 
specimen. 

Case History 

The patient, a deaf woman aged 87, was admitted on Aug. 14, 
1944, with intestinal obstruction. The obstruction had been absolute 
for three days and she had vomited everything for the same period. 
When she was admitied to hospital the vomit consisted of dark- 
brown foul material: There was generalized abdominal pain. 

On examination, which was made difficult by her deafness, her 
tongue was dry and furred. The pulse was rapid and irregular 
because of auricular fibrillation. There was generalized tenderness 
and guarding of the abdomen but no rigidity. A glucose-saline 
intravenous drip was started and a laparotomy was performed under 
spinal analgesia, using heavy nupercaine. A large gall-stone about 
the size of a walnut was removed from the lower ileum; no other 







stones were found. After operation she had some diarrhoea and 
vomited for two days, but on Aug. 19—i.e., five days after opera. 
tion—she was sitting up in a chair and taking a light diet. 
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Second Operation, Nov. 26.—For two days previous to readmis; Medic 


sion there were vomiting, absolute constipation, and abdominal pain after t 
At operation (under spinal analgesia) the old scar was excised. This 
large stone about the size of a golf ball was found obstructing the sulpha 
ileum about 3 to 4 ft. from the ileo-caecal junction. The ston¢ 
was removed and the incision in the bowel wall was sewn up trans; 
versely. The post-operative convalescence was complicated by 

discharge from the wound, which cleared up by the local applica, , 
tion of sulphonamides. The stone was found on analysis to consist Nitr 
principally of cholesterol, with the addition of calcium carbonate j, yie 








Straight radiograph (portable) of abdomen showing large gall- 
stone in small intestine. 
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and bile pigments. It was light in weight and crumbled into many§ that ¢] 
pieces when an attempt was made to bisect it. - 
mixture 
Summary é : about 
An explanation is given why gall-stone obstruction carries such} but as 
a high mortality—namely, the insidious onset, the absence of any¥ When 
previous history, and the advanced age of so many patients. 4 
A history is given of an elderly patient on whom two laparotomieg nse 
were successfully performed. , [and co 
Suggestions are made for dealing with the stone in order to avoid He 5 
any further trauma to the bowel. dition 
the pu 
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The Trustees of the Nuffield Foundation have agreed to gM conclu 
£30,000 for the provision of scholarships to enable promising offices have | 
of Dominion or Colonial origin in subordinate ranks of the Coloni We 


Service to qualify for promotion, particularly in branches of th@ sugges 
service where qualifications in medicine or biological subjects amg stance 
required. Scholarships will be open to candidates of either sex @ suitab 
of any race. Awards will be made by the Trustees on the recotl 
mendation of the Colonial Office and the Colonial Governme 
concerned. 
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SRitectivences of Sulphapyridine and Successful 
Action of Sulphadiazine in a Case of 
Puerperal Fever 


The following case is considered worth reporting, as one illus- 
trating the comparative action of sulphapyridine and sulpha- 
diazine in puerperal fever. 

Mrs. P., 2 primipara aged 19, was delivered on Sept. 21, 1944, 
after a moderately prolonged labour; low forceps were used and 
episiotomy was performed under trilene anaesthesia. The infant 
weighed 10 lb. There was a slight rise of temperature to 99° 
during the first two days of the puerperium. On Sept. 26 the 
temperature suddenly rose to 104.6°, the patient developed rigors, 
suppression of lochia, and a pulse of 140, and felt very ill. Sulpha- 
yridine orally was started at 6 p.m. the same day: 2 g. followed 
in 4 hours by 2 g., and afterwards | g. every 4 hours. The tempera- 
ture on the 27th was 102.4° in the morning and 104° in the evening. 
On the 28th the morning temperature was 102.8°, evening 104° ; 
two intramuscular injections of sulphapyridine were given at 1 p.m. 
and 7 p.m. on the same day in addition to the oral doses. Bacterio- 
logical examination of the blood showed that the causative organism 
was a haemolytic streptococcus. The morning temperature on 
Sept. 29 was 102.4° and the pulse 120. At 10 a.m. the sulpha- 
pyridine was stopped and 4 g. of sulphadiazine was given—2 g. at 
2 p.m. and 2 g. at 6 p.m.—followed by 14 g. every 4 hours until 
the evening of Sept. 30, and then 1 g. every 4 hours until Oct. 2. 
At 7 p.m. on Sept. 29 the temperature dropped to 101.6° and pulse 
to 120; lochia reappeared and the patient said that she felt much 
Hbetter. On Sept. 30 the morning temperature was 99°, pulse 110; 
evening temperature 98°, pulse 104. The respective temperatures on 
Oct. 1 were 97° and 98.4°; on Oct. 2, 96° and 96°: pulse normal. 
Sulphadiazine was stopped and the patient made. an uneventful 
recovery. 

COMMENT 


Although the patient received large and regular doses of 
sulphapyridine orally and intramuscularly for 3 days, the infec- 
tion showed no signs of regressing. Within less than 24 hours 
of starting sulphadiazine therapy there was a marked subjective 
and objective improvement in the patient’s clinical condition 
with rapid resolution of the infection.. The ineffectiveness of 
sulphapyridine in this case agrees with the experience of Dr. M. 
Kalisova in her recorded case of acute appendicitis (British 
Medical Journal, 1944, 2, 597) in which penicillin was used 
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after the failure of sulphapyridine to control the infection. 
This seems to prove the superiority of sulphadiazine over 
sulphapyridine in combating streptococcal infections. 


London, S.E.25. A: Fay, MR-G:S.,. U.RUCP... D:M.R. 


Nitrobenzene Poisoning from Furniture Cream 


In view of the rarity of poisoning by nitrobenzene, we feel 
that the following case is of interest. 


A man aged 45, who had been in the habit of taking an alkaline 
mixture, swallowed by mistake a quantity of furniture cream’ at 
about 8.30 one morning. He vomited about half an hour later; 
but as he felt ill he sent for a doctor, who saw him at 9.30 a.m. 
When seen he showed no sign of any untoward effect from his 
misjudgment. Later in the day he became drowsy, and when seen 
again by one of us (C. G. F.) at about 3 p.m. he presented a typical 
picture of methaemoglobinaemia, with marked cyanosis of the lips 
and conjunctivae. 

He was admitted to hospital about half an hour later. His con- 
dition then was poor; he was semi-conscious, very cyanosed, and 
the pulse was thready. His stomach was washed out, a certain 
amount of the furniture cream being returned. He was then given 
3 gr. of calomel. His condition steadily deteriorated, but we 
unfortunately were still unable to account for this. We then con- 
sulted our local chemist, Mr. T. N. Hitchings, who fortunately 
suggested the possibility of the presence of a benzene derivative in 
the furniture cream. On further reference, the identical symptoms 
were described as following poisoning by nitrobenzene. At about 

p.m. he was given three pints of Group O blood, and about 
three pints was withdrawn. His condition gradually became better, 
full consciousness was regained, and his pulse improved. He made 
an uninterrupted recovery. 


We have since learned from the makers of the furniture 
cream that the nitrobenzene content is from 4 to 5%. We 
conclude that the dose of nitrobenzene he had swallowed would 
have been about 15 minims, which we believe can be lethal. 

We have since made contact with the makers and have 
Suggested that, in view of the poisonous nature of the sub- 
stance, it would be wise to market it in a distinctive bottle, 


Suitably labelled. 
W. M. CHAPMAN, M.B., Ch.B. 
Shaftesbury, Dorset. C. G. Fox; M:R.CS.,. L.RCP: 





NUTRITIONAL KNOWLEDGE FOR RELIEF 
WORKERS 


Nutrition and Relief Work. e Handbook for the Guidance of Relief 

Workers. (Pp. 111. 5s.) Published by the Council of British Societies 

for Relief Abroad in association with the Oxford University Press. 1945. 
This book is intended to supply relief workers with the theoreti- 
cal knowledge by which their activities should be guided and 
the practical instruction that will enable them to. overcome 
the difficulties they will meet in the field. It begins with an 
account of the composition of food and the purposes for 
which the constituents of food are used in the body. This 
is very clear and written in non-technical language, and is 
followed by a discussion of the effects of undernutrition. It 
is welcome that this stresses the fact that partial starvation 
is not invariably accompanied by specific deficiency diseases ; 
that the long extraction of flour and abundant consumption 
of vegetables, prevalent on the Continent, lessen the danger 
of such diseases. . 

Here will be found instruction on the conduct of surveys 
of the food consumption and of the nutritional state of popu- 
lations, with examples of forms for use in such surveys. In 
order that relief workers may not offend against local tastes, 
customs, and prejudices, an account is given of food habits 
prevalent in various parts of Europe. A table shows the con- 
sumption per head of population, of various foodstuffs, in 16 
countries before the war, in 1942-3, and in 1943-4. A chapter 
on classification and composition of food contains a table show- 
ing the calories, protein, fat, carbohydrate, calcium, iron, vita- 
mins A, B,, C, riboflavin, and nicotinic acid in the edible por- 
tions of foodstuffs, as purchased retail. There are also notes 
on the types of foodstuffs—for example, the composition of 
flour—now eaten in certain European countries. 

Extremely valuable information is given about the handling 
and storage of foodstuffs. For example, there are full instruc- 
tions about the storage of flour, whether white flour, high- 
extraction flour, or flour from mixed cereal grains: the ways 
of using dehydrated foodstuffs are described. The last chap- 
ter deals with various types of improvised equipment for cook- 
ing food. Finally there are appendices giving European 
currencies, weights, and measures, and an English—French- 
German glossary of words relating to food and cooking. 

It is a remarkable achievement to have condensed so much 
information into a book of 111 pages. It is obvious that the 
authors possess first-hand knowledge of the matters with 
which they deal. Though the book is intended for intelligent 
amateurs, there are few among those who could be classed 
as professionals who would not find it valuable. The table of 
composition of foodstuffs, for example; contains information 
which is not collected in any other publication. 


A TEXTBOOK OF MOSQUITO CONTROL 


Mosquito Control. Practical Methods for Abatement of Disease Vectors 
and Pests. By William Brodbeck Herms, Sc.D., and Harold Farnsworth 
Gray. Second edition, revised and enlarged. (Pp. 419; illustrated. 
$3.50 or 20s.) New York: The Commonwealth Fund; London: Oxford 
University Press. 1944, 
In the fight against malaria and yellow fever mosquito 
control is no longer a somewhat academic and experimental 
issue but is increasingly becoming a well-recognized special 
branch of public health work. An indication of the strides 
made in this direction and the highly developed techniques 
now employed will be apparent from study of the second 
edition of Herms and Gray’s Mosquito Control. This very 
useful and attractive volume is without doubt the most com- 
plete account yet published dealing with the practical aspects 
of mosquito control as a public health measure. A notice of the 
first edition will be found in our issue of Jan. 18, 1941. The 
present edition follows in general the lines of the first, of which 
there have been three reprintings, but, as the authors note in 
their preface, the rapid development of new techn.ques of mos- 
quito control in the past three years has made a thorough 
revision and enlargement of the book advisable to make it 
more applicable to the requirements of our military Forces 
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and to the needs of occupational Forces later on. Apart from 
this very desirable end the new edition forms a valuable 
contribution to the literature on mosquito control under what- 
ever conditions this may be carried out, as with the many 
additions in the text and additional or rewritten sections it brings 
the whole subject to a focus and up to date. ; 

Of the fresh or revised sections the most notable are those 
dealing with the new larvicides, lethal sprays, and repellents, 
enlarged sections dealing with various forms of surface and 
subsoil drainage, and the expanded treatment of the now very 
important question of naturalistic methods of control. There 
is a new section on mosquito control under military environ- 
ment, another on mosquito breeding in bombed areas. A chap- 
ter on the finding of mosquito breeding-places contains much 
fresh matter and useful instructions on methods of collecting 
larvae, while an appendix gives very clear and well-illustrated 
instructions regarding methods used in the identification of 
mosquitoes and the use of keys which should be very help- 
ful to those without trajning in systematic entomology. What 
is also new is the large chart, for use in training centres, etc., 
illustrating species sanitation and giving the principal malarja- 
transmitting anopheles of the world grouped by regions and 
type of breeding-place, with the usually appropriate control 
measures to be adopted. The lists of selected works for con- 
sultation, at the end of each chapter, have been considerably 
added to, and there are some excellent new _ illustrations. 
Throughout the book is eminently practical, simply and clearly 
written, and up to date. Needless to say it should be in the 
possession of everyone concerned or interested in mosquito 
control work, whether in relation to antimalaria work, to con- 
trol of Aédes aegypti, or to abatement of mosquito nuisance. 


NEUROPSYCHIATRY 


Synopsis of Neuropsychiatry. By Lowell S. Selling, M.D., Ph.D. 

25s.) London: Henry Kimpton. 1944. 

This is a reference book for practitioners and students, setting 
out in the barest outline the essential facts of the various forms 
of nervous and mental diseases. The essentials of anatomy, 
physiology, psychology, and psychopathology are given—in the 
case of neurology with each chapter, and of psychiatry in three 
preliminary chapters. Neurology is dealt with on an anatomical 
basis, chapters being devoted to peripheral nerves, the spinal 
cord, the brain stem, the cranial nerves, the cerebellum, the 
cerebrum, the meninges, the autonomic system, muscle syn- 
dromes, and the convulsive states. Psychiatry is covered by 
chapters on basic principles, general aetiology, symptomatology, 
effects of brain trauma, neurosyphilis, alcoholism, drug addic- 
tion, the psychoses, the parapsychoses, the psychoneuroses, 
malingering, psychopathic personalities, behaviour disorders of 
children, and mental deficiency. 

As may be seen, the book is comprehensive and on the whole 
fulfils its purpose, and may be recommended. It is easy to find 
faults and omissions in such a compilation—for example, there 
is no mention of cerebral malaria or trypanosomiasis, but the 
general practitioner (who unfortunately too often fights shy of 
textbooks of neurology and psychiatry) will find it very useful, 
and if it stimulates him to wider reading so much the better. 
The addition of notes on the military and medico-legal implica- 
tions of the various conditions dealt with is of undoubted value, 
and if one might have wished for references to literature this 
is perhaps too much to ask. for in a small volume. There 
is an adequate index which greatly facilitates reference. Proof- 
reading has not been too careful—e.g., “‘a.small dose of luminal 
of half a gram.” 


(Pp. 500. 


HEALTH VISITING AND CHILD WELFARE 


A Handbook for the Student Health Visitor. By Edith Wild, S.R.N., 

S.C.M., R.S.I. With foreword by F. T. H. Wood, M.D., B.S., D.P.H. 

(Pp. 66. 3s., paper boards.) London: H. K. Lewis and Co. 

A Preliminary Course of Child Welfare. By D. A. Kennedy, S.R.N. 

(Pp. 80. 9d., plus 2d. postage.) London: The St. John Ambulance 

Association. : 
Health visitors are the field workers in public health, and they 
will find Miss Edith Wild’s modest little book A Handbook for 
the Student Health Visitor a most useful guide. It is written 
with sympathy and humour out of an obviously wide experience, 
and its only fault—an unusual one—is its brevity. The chapters 
on how to look at babies and at toddlers are full of sound 


_unfamiliar information, much of it contributed by experts in 


sense, and many medical practitioners will find the ady; 
helpful. The notes on statistics and on co-operation with pubi 
officials are also of general application. It is possible that j 
years to come there may be a closer link between gener 
practitioners and health visitors ; if that becomes the case z 
doctors will need a little book like this to explain the help th 
can secure. Meanwhile the health visitors themselves shou 
make full use of it. 





BRI 


A Preliminary Course of Child Welfare, by Miss p, 
Kennedy, is published by the St. John Ambulance Associatig 
for its younger members. The material is well Presented, wit 
perhaps too much stress on clothing. More might have bee 
said on milk as a food and on the need for boiling it: i M 
scanty references to artificial feeding are commendable, byt ; 
is old-fashioned to talk of making cow’s-milk mixtures resempjj 10 1938 
human milk, and unsatisfactory to refer students to 458,165 


—— 


— 





directions on the tin” for dried-milk feeds. officers 
CLINICAL PATHOLOGY groups 
Clinical Laboratory Methods and Diagnosis. A Textbook on Laboratory (3) slig 
Procedures, with their Interpretation. By R. B. H. Gradwohl, M.D., DSc in: Gre 
Volumes I and II. Third edition. (Pp. 2,130; illustrated. £5.) London: l 
Henry Kimpton. 7 nourist 
The immense compendium by Dr. R. B. H. Gradwohi as in t 
St. Louis, Missouri, U.S.A., entitled Clinical Laboraton it may 


Methods and Diagnosis, has appeared in its third edition in typ 
large volumes. This work covers not only every aspect gfj OF fun 
clinical pathology but such subjects as museum technique, the maladj 
bacteriological and chemical examination of foods, and crime To fin 
detection by laboratory methods—indeed everything, ani ; 

perhaps more than everything, that a pathologist may & by die 
expected to do. Its length is added to by its discursive style used f 
by a profusion of excellent illustrations—some of which, though} made | 
interesting, are superfluous (e.g., 6 photographs of. cases of Penins 
elephantiasis, and 4, including an almost full-page plate, off .. 
the marijuana plant)—and by such over-treatment of a subject directe 
as the 16 pages of tables of comparative results given by} the Nu 
30 different serological tests for syphilis.. These are draw-| Childr 
backs only in their effect on price and weight, and the possessor} — 
will find these volumes an almost inexhaustible source of si oni 
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particular fields. New or revised subjects include the latest 
complexities of blood-grouping, the use of the photo-electric 
colorimeter, and the assay of vitamins and oestrogens. 








Notes on Books 


Lippincott’s Quick Reference Book for Medicine and Surgery, 
by Dr. GeorGe E. ReHBERGER of John Hopkins University, first 
appeared in 1920 and now comes to us again in a twelfth edition 
(Philadelphia and London: J. B. Lippincott Company; 90s.). Those 
who are not acquainted with this tome will gather some idea of its 
scope and size from the subtitle—‘‘ A Clinical, Diagnostic, and 
Therapeutic Digest of General Medicine, Surgery, and the Special- 
ties, compiled Systematically from Modern Literature ’—and from 
the fact that the pages (10 in. by 7 in. and mostly printed in double 
columns), number 1,460, without reckoning the coloured plates. Its 
ten main parts (each with a thumb-index) cover almost the whole 
field of practical medicine except psychiatry. Each disease or dis 
order is treated alphabetically within the appropriate part, and there 
are five subsidiary parts, one listing all the drugs mentioned in the 
body of the work. In his brief preface Dr. Rehberger says that 
the sections on gynaecology and genito-urinary diseases have been 
entirely rewritten and all the other sections carefully revised in 
the light of the many new discoveries and developments which have 
entered the field of medicine since 1939. He mentions in particular 
chemotherapy, shock treatment, burns, deficiency diseases, a 
nutrition as having called for drastic revision of the text. 


Dr. E. W. Caryt Tuomas has prepared a new edition of his little 
Synopsis of Forensic Medicine and Toxicology, which made its first skelet: 
appearance in 1933. It is largely a reproduction of the previous} 4¢ 4, 
issue, but there are signs of revision and amplification. As a means ) 
of rapid ‘survey of the whole subject just before his examination / howe 
the student will find it a useful supplement to his class textbook. which 
The booklet is published by John Wright and Sons Ltd., of Bristol 
at 10s. 1 Guia 


The latest edition of the Tuberculosis Reference Statistical Yea ny 
book, published by the New York Tuberculosis and Health Associ 
tion, 386, Fourth Avenue, covers the year 1943, with comparative 
summaries for 1942 and for the five-year period. 1939-43. 
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MALNUTRITION IN SOUTH AFRICA 


In 1938, in the four Provinces of the Union of South Africa, 
58,165 European boys were examined by school medical 
officers and placed in one or other of the conventional 
groups of the Dunfermline scale'—(1) excellent, (2) good, 
(3) slightly subnormal, (4) bad—and 40.3% were placed 
in Groups 3 and 4 and therefore regarded as “ mal- 
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nourished.” The term malnutrition has been extended, 
as in this country, to fit this classification. As here used 
it may include disturbances of metabolism, development, 
function, due, for example, to disease or psychological 
maladjustment, beside those due to defects in the food. 


and crim?T9 find out how much of this “ malnutrition” is caused 


ling, and 
, May & 


by dietetic deficiency and to assess the value of methods 


sive stykj used for detecting malnutrition, an intensive survey was 
ch, though} madé of 1,345 children, aged 8 to 16 years, in the Cape 
* 48S Ol! Peninsula.. The results are discussed? by Prof. Brock; who 
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directed the survey, and Dr. Latsky, nutrition officer of 
the Nutrition Section of the Department of Public Health. 
Coaeren with evidence of active disease were excluded. 
The remainder were divided on the basis of the clinical 
examination into normally nourished (Groups 1 and 2 on 
the Dunfermline scale) and malnourished (Groups 3 and 
4); but the results of other tests were given some consider- 
ation, especially when, there was doubt about a child’s 
group. The proportion of children classified as malnourished 
was 48.6% among Cape coloured children, 31.8% among 
children in schools in a native location, and from 17 to 65% 
in four European schools. The proportion was consider- 
ably higher in a school attended by poorer-class Europeans 
than among the coloured children. The relatively small 
proportion among the children of the native reserve, whose 
‘staple diet was mealie meal, was remarkable. 

The results of seven other tests were considered in 
relation to this division. The mean haemoglobin concen- 
tration was 14.53 g. per 100 ml. in the normal and 13.77 g. 


i in the malnourished groups. However, since haemoglobin 


varies with age and with sex above the age of 13, the signifi- 
cance of this difference cannot be appraised without a 
knowledge of the age and sex distribution in the two 
groups. Skiagrams were taken of the wrists of each child 
under standard conditions, and 420 (210 from each group 
of, the same mean age) were compared. The average 
skeletal age of the normal group was 12.65 years; that 
of the malnourished group, 11.76 years. The method was, 
however, not very accurate ; it was difficult to decide into 
which 6-month group an x-ray observation should be 


4 
ar woed Principles for Studies.on Nutrition of Populations, 1.O.N. Publ., 
eva. 








*S. Afr. med. J., 1942, 16, 255. 





placed. No correlation was found between the urinary 
excretion of calcium, tested by the method of Sulkowitch, 
and the concentration of calcium and phosphatase in 
plasma ; nor was plasma calcium below 9 mg: per 100 ml. 
or phosphatase over 12 Bodansky units higher in the mal- 
nourished than in the normal group. The average number 
of carious teeth per individual was remarkably small—0.7 
in the malnourished and 0.5 in the normal group; the 
difference was not statistically significant. After a great 
deal of work it was decided that results obtained with 
the Birch-Hirschfeld biophotometer weré so variable and 
subject to so much error that they could not be relied on 
as evidence of vitamin-A deficiency. No Bitot’s spots or, 


_keratomalacia were detected ; in a substantial number of 


children, especially among the coloured, dryness and rough- 
ness of the skin, particularly of the extensor surfaces of the 
upper arm—possible evidence of vitamin-A deficiency—were 
detected. The results of an ascorbic acid saturation test and 
the somatometric measurements were considered sepa- 
rately. The saturation test used was that of Wright e¢ al.,° in 
which. 14 mg. per kg. of body weight are injected intra- 
venously and the urine is collected during the next five 
hours. Wright took the excretion of 40% of the dose in 
five hours as the lower level of normality. This test was 
done on 380 children. Baumann and Brock‘ consider that 
children who excrete between 36 and 39% of the dose 
cannot be regarded as suffering from vitamin-C deficiency 
to any important extent. Forty-three children excreted less 
than 40% of the dose, 24 between 36 and 39%, and 19 
less than 36%. Latsky® discussed the A.C.H. and Tux- 
ford indices in nutritional assessment. He concluded that 
by the aid of neither A.C.H. nor Tuxford indices was it 
possible to discriminate between malnourished and dis- 
eased children ; a high proportion of children (12.5% by 
A.C.H. and 40.5% by Tuxford) who were normal accord- 
ing to the clinical examination were subnormal according ° 
to these tests. Of the whole number on whom the measure- 
ments were made 15.6% were subnormal according to 
the A.C.H.:and 55.5% by the Tuxford index. 

Another survey® was made of 7,000 Bantu children in 
three urban and six rural districts, using clinical examina- 
tion and somatometric measurements, supplemented by 
estimations of haemoglobin and examination of urine and 
faeces for parasites. The proportion who showed evidence 
of disease and/or malnutrition in these nine districts ranged 
from 43 to 90%. The incidence of evidence of food defi- 
ciency among boys and girls was: well-defined phryno- 
derma, B. 12.7, G. 8.0% ; pellagra-like dermatitis, B. and 
G. 1.8% ; stomatitis (including angular stomatitis—most 
often dry, cracked, and frequently red, raw lips), B. 18.4, 
G. 9.6% ; glossitis, B. 6.75, G. 3.8% ; soft spongy gums, 
B. 3.2, G. 1.6%. The higher incidence of deficiency dis- 
ease among boys may be due to the fact that the girls ate 
far more vegetables than the boys did.’ (During the siege 
of Madrid glossitis was much commoner among females.*) 
Approximately 1 child in 5 had grossly carious teeth. The 





3 Arch. intern. Med., 1937, 60, 264. 
4§. Afr. J. med. Sci., 1942, 7, 212. 


5 Ibid., p. 217. 
J., 1944, 18, 100. 


6 S. Afr. med. 
7 bid: p. 135. 
8 Rey. clin. espan., 1940, 1, 323. 
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mean haemoglobin concentrations were: boys’ 12.2, girls escap 
12.1 g. per 100 ml. A survey® was made among Europeans PATHOGENESIS OF CEREBRAL MALARIA 50 cal 
in rural areas with the object of discovering some of the “Infection of man with the malignant tertian Malaria teristi 
causes of the widespread malnutrition in these areas. The parasite, P. falciparum, is liable to result in a bewildering for | 
farmers appear to depend too much upon bought food- variety of clinical manifestations, of which one of the indiv! 
stuffs and to consume. too little of the dairy products and most important is cerebral malaria. The usual explana- chans 
vegetables they might produce themselves. Socio-economic tion of this grave complication is that the red cells para- pardi 
surveys in Cape Peninsula and in Witwatersrand show the _ sitized by P. falciparum tend to adhere to one another cere 
familiar relation between malnutrition, poverty, and the and to the blood-vessel walls, and that thrombi composed Ne 
number of children in a family, and the lower consumption of infected erythrocytes form in, obstruct, and distend be 
of milk and fruit by malnourished children. small cerebral vessels. These red-cell plugs damage the an 
These investigations bring out the need to devise and contiguous endothelial lining, and blood from the damaged , 
standardize methods of assessing nutritional state. The vessels causes the small haemorrhages to be seen Posth ment 
proportion of children placed in Groups 3 and 4 even in . mortem, particularly in the white matter. Occlusion of the) crine. 
the schools attended by the well-to-do was much higher . vessels cuts off the supply of blood to the areas involved in the 

than the proportion put in the corresponding groups in and causes the mental and neurological changes indicative 

England and Wales ; while it appears from surveys of food of the disease. This view of pathogenesis has been criti. 

consumption that the diet of Europeans in South Africa cized as not wholly accounting for the development of the 
does not compare unfavourably with British diets, and condition. Viswanathan! and Rigdon,” for example, put BET 
the death rates of infants and young children and the tuber- forward other hypotheses. The former reports 44 cases of La bo 
culosis death rate are not those of a grossly undernourished cerebral malaria among 996 cases of malignant tertian 
people. However, standards differ widely. It is doubtful infection. Of these 44, 8 patients died and were examined os 
whether the results obtained by different observers, by post mortem. Viswanathan asks why some only of a nicoti 
methods which do not measure some feature in terms of comparable series of healthy men suffering from subtentian but i 
precise units and give the results in figures, can ever be made malaria develop cerebral malaria, and why of these only amide 
comparable. Even methods that give results in figures are some die, even while on prompt treatment, and others} ucle 
liable to error. It is fortunate that the Sicca method recover. In those who died, moreover, he found that subst: 
of estimating haemoglobin was used, since such Sicca death occurred even after treatment had been adequate by C 
apparatus as have been tested have proved to be accu- to clear the peripheral blood and the cerebral capillaries} of th 
rately calibrated. But in comparing the results with those of parasites. In histological studies of the fatal cases he} chlori 
obtained in Britain by the Haldane method it must be found pigment but rarely parasites.in the cerebral vessels,{_ nicoti 
remembered that 100% Sicca is 13.8 g. of haemoglobin As a result of his investigation Viswanathan concludes that{‘ !n 
per 100 ml., while 100% Haldane turns out to be 14.7 or the primary lesion in cerebral malaria is damage by a Soeses 
14.8 g.1°1 It would be better if individual somatometric malaria toxin to the capillary endothelial wall, and that C 
measurements were published, even if the author chooses thrombus formation occurs secondary to this, with accu-4 pis ¢, 
‘to jumble them up in some index. The vitamin-C test mulation of red cells and pigment, the presence of actual} acid ¢ 
employed is not a saturation fest in the sense in which the parasites in the plug being immaterial. In support of this} perso 
expression is commonly used ; it is unlikely that the results thesis he cites five cases in which the cerebral attacks{ ¢xcre' 
will be comparable with those of the tests in more general actually started in the absence of parasites from the peri- Na 
use. pheral blood, and in three of these which ended fatally no c. ¥ 
The interest in nutrition roused by the results of the parasites were to be found in the cerebral capillaries. cine 
1938 survey led to the establishment of a National Nutri- From a wide survey of the literature on cerebral malaria} and | 
tion Council in the Union of South Africa,® under the in both man and experimental animals Rigdon arrives atf called 
aegis of the Department of Public Health. A great deal different conclusions. He also is not satisfied that changes} amou 
of research has been carried out into these methods of jn the brain result from the formation of either parasiticg ‘est 
assessment. Such studies should not, however, be made emboli or thrombi, nor does he believe they are caused by a 
in each country separately. It is essential that methods the presence of malaria pigment in the capillaries. He ‘ 
should be so standardized that the results will have the points out that malaria toxin has never been producedf choy, 
same meaning in any country. Valuable work along these in vitro or demonstrated in vivo, so he doubts whetherg escent 
lines has already been done by the League of Nations. a hypothetical toxin should be blamed for the cerebralf nicoti 
Such standardization is needed now more than ever, since lesions. Rigdon is more impressed by the degenerative and a 
the privations of the war will stimulate nutrition surveys processes seen in the brain cells, and by the absence of oN 
throughout the world. The Advisory Committee on Nutri- any excess of fibrin-like substances in the peripheral blood tei 
tion Surveys of the English Group of the Nutrition or in the cerebral capillaries of patients dying of cerebral 4 oo, 
Society has, during the last six.months, set up a standing malaria. He considers the degenerative changes in th) amide 
committee, which includes scientists of 10 nations and has __ walls of these small vessels to be the result of anoxia rathe compx 
Prof. Fridericia as chairman, to consider and advise on than of other pathological processes hitherto described§ T3j,- 
this problem. As a result of anoxia the permeability of the capillaries Proc 
9 First Report on the Activities of the National Nutrition Council, V.G., No. 13, increases and blood leaks into the brain. Red cells alse 1, a 
0 British Medical Journal fou 1 248. 1 Indian med. Gaz , 1944, 79, 455. * Nat 
1) [bid., p. 251. 2 Southern med. J., 1944, 37. 687. ? John 
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———— iat 
escape from the injured walls of the affected capillaries, 


so causing the appearance of capillary haemorrhage charac- 
teristic of cerebral malaria. Rigdon also blames the anoxia 
for focal degenerative changes in the myelin and in 
individual nerve cells throughout the brain. Comparable 
changes occur elsewhere in the body, particularly in the 
cardiovascular system, so progressively intensifying the 
cerebral anoxia until death results. 

Neither of these alternative explanations of the cause 
of cerebral malaria can yet be accepted as being less open 
to criticism than the usual, one. In the meanwhile it is 
generally agreed that the successful treatment of cerebral 
malaria depends on prompt and vigorous parenteral treat- 
ment of the parasitic infection with quinine or with mepa- 
crine, and the intravenous administration of salt and fluid 
in the form of hypertonic glucose saline solutions. 
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DETECTION OF NICOTINIC ACID DEFICIENCY 


Laboratory estimations of vitamin B,, riboflavin, and 
vitamin C in body fluids, such as blood and urine, have 
proved a tolerably good guide to the level of these 
vitamins in the human subject. This is not the case with 
nicotinic acid, which is not excreted entirely unchanged 
but is partly converted into derivatives such as nicotin- 
amide, coenzymes I and II (di- and tri-phosphopyridine 
nucleotides), and nicotinamide methochloride or a related 
substance. It was formerly supposed that nicotinic acid 
was excreted partly as trigonelline, but this is now disputed 
by Coulson, Ellinger, and Holden,’ who believe that most 
of the so-called trigonelline is really nicotinamide metho- 
chloride. A few years ago attempts were made to diagnose 
nicotinic acid deficiency by estimating the urinary excre- 
‘tion of nicotinic acid or its derivatives, such as coenzymes 
I and II, in the blood. Experience has shown that such 
estimations are of little value for the laboratory diagnosis 
of disturbed nicotinic acid metabolism. Thus Spies and 
his co-workers? noted a wide variation. in the nicotinic 
acid content of urine both in the same individual and from 
person to person; even in pellagrins the nicotinic acid 
excretion is stated not to differ significantly from normal.* 

Najjar and his co-workers* claim to have devised a 
specific chemical reaction whereby nicotinic acid deficiency 
can be quantitatively measured. By the adsorption of 
urine on zeolite and treatment of the eluate with alkali 
and butanol they have obtained a fluorescent pigment 
called “ F,,” which can be estimated fluorimetrically. The 
amount of F, excreted is stated to increase after the 
ingestion of nicotinic acid and several related compounds, 
and to be often absent from the urine of pellagrins. 
Further work by Huff and Pelzweig* suggested that F, 
was nicotinamide methochloride, but Ellinger and Coulson® 
showed later that nicotinamide methochloride is not fluor- 
escent in aqueous solution. F, is probably derived from 
nicotinamide methochloride by the action of alkali, 
and according to Ellinger and Coulson is a mixture of 
the o- and p-carbinol of N-methyl-dihydronicotinamide. 
Najjar, White, and Scott’ have recently isolated F, in 
crystalline form from urine and studied its properties. 
According to them it is derived from N-methyl nicotin- 
amide-carbinol and is probably the butyl ether of this 
compound. 

1 Biochem. J., 1944, 38, 150. 

~ Amer, med. ASS., 1938, 111, 584. 

roc. Soc. exp. Biol., N.Y., 1941, 36, 


4 Ibid., 1940, 44, 38 
1942, 21, 263. 6; 


5 Science, 1943, 97, 538; J. biol. Chem., 
8 Nature, 1943, 152, 383; 
7 Johns Hopk. Hosp. Bull., 
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1943, 150, 395. 
Biochem. yy 1944, 38, 265. 
1944, 74, 378. 


In his latest paper Najjar* proposes a test for the detec- 
tion of nicotinic acid deficiency based on the measurement 
of N-methyl nicotinamide chloride in the urine instead of 
the fluorometric measurement of F,. As N-methyl nicotin- 
amide chloride can be conveniently prepared in the labora- 
tory Najjar uses it as the standard of reference, the urinary 
output of N-methyl nicotinamide being expressed in terms 
of N-methyl nicotinamide chloride rather than in arbitrary 
fluorescent units of F,, as done formerly. Najjar gives 
an oral test dose of 100 mg. of nicotinic acid, and estimates 
the urinary excretion of N-methyl nicotinamide during 
the following four hours. He considers an excretion of 
less than 2.1 grammes of the compound in this period to 
indicate nicotinic acid deficiency. Coulson, Ellinger, and 
Smart® have also used the assay of nicotinamide metho- 
chloride in urine as an index of nicotinic acid nutrition 
in R.A.F. personnel. The nicotinamide methochloride of 
Coulson, Ellinger, and Smart appears to be identical with 
the N-methyl nicotinamide of Najjar. This method needs 
further investigation before it can be accepted. Thus, 
Ellinger and Coulson'® have shown that the excretion of 
N-methyl nicotinamide depends on a number of factors, 
including not only the intake of nicotinic acid and its 
derivatives but also exercise, food, the presence of methyl 
donators in the tissues, and the efficiency of the methyl- 
ating mechanism of the body. Sargent, Robinson, and 
Johnson!! consider that as a rule the level of F. in the 
urine runs parallel with the nicotinic acid intake, though 
they have observed well-nourished persons who excrete 
no F,, and an excessively high excretion of F, during 
starvation. They also record that some subjects fail to 
show a larger excretion of F, after test doses of nicotinic 
acid. Mickelson!” studied two-groups of young men on 
daily intakes of 10 mg. and 20 mg. of nicotinic acid respec- 
tively for nearly six months, and failed to observe any 
significant difference in the F, excretion in the two groups. 
Furthermore there was no difference in the F, excretion in 
the two groups after a test dose of nicotinic acid. 

It is clear that we still have no simple laboratory method 
for estimating the level of nicotinic acid nutrition in man. 





: CLEARING THE THROAT 


Sulphonamide snuffs, first employed by Delafield, Straker, 
and Topley,’* are of undoubted value in the treatment of 
nasal carrier states. The throat carrier presents a more 
difficult problem : the organisms are more deeply situated 
when the tonsil is involved, and the frequent swallowing 
of secretion prevents the long-continued action which can 
be secured by applying a powder to the nasal mucosa. All 
that we know about the sulphonamide effect on bacteria 
points to the necessity for continuous and prolonged action, 
and the throat is one of the most unpromising areas in 
the whole body for securing this. Nevertheless, attempts 

have been made to eradicate haemolytic streptococci from ~ 
the throat, or at least to prevent their access to it, by the 
use of sulphonamide lozenges, and opinion on the efficacy 
of this proceeding has been divided. The sceptics will 
find strong support for their attitude in the observations 
reported by Vollum and Wilson in the opening paper of this 
issue. Opportunities for a controlled trial of the method 
were presented by outbreaks of haemolytic streptococcal 
infection involving a large proportion of the population 
of two schools. All the carriers having been identified, 
some of them were given lozenges containing sulpha- 
pyridine and sulphathiazole to suck, while the remainder 
were treated in other ways or not at all. The treatment 





1941, 48, ‘413; < o 1941, 93, 20; J. clin. Invest.,' 


8 Johns Hopk. Hosp. Bull., 1944, _ 392. 
9 British Medical Journal, 1945, 1, 6. 
10 Biochem. J., 1944, 38, 265. 

31 J. clin. Invest., 1944, * 23, 714. 

12 Fed. Proc., 1944, 3, 61. 

13 British Medical Journal, 1941, 1, 145, 
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was continued for from 5 to 7 days in two series with 6 
_and in one with 12 lozenges daily, containing 1/2 grain 
of each drug. Not only was there no effect on existing 
carriers, but 7 boys out of 24 so treated in order to prevent 
their acquiring the infection became carriers during the 
period of treatment. Although the total numbers con- 
cerned are not large, this study was so carefully controlled 
in every way that its conclusions must be accepted. Sul- 
phonamide lozenge therapy, at least with these drugs in 
the doses used, is evidently useless. The dose given was 
presumably too small to produce a systemic effect, and a 
distinction should perhaps be drawn between this proceed- 
ing and the administration in ordinary tablet form of 
1 gramme or more daily for prophylactic purposes. Much 
evidence has now accumulated that this serves to prevent 
relapses in rheumatic fever, and recent observations on 
a very large scale in American naval personnel support the 
conclusion that doses of this order afford some protection 
against acute infections. It is perhaps easier to curb the 
more violent activities of the haemolytic streptococcus 
than to prevent it altogether from establishing itself in 
the throat. A similar study to that now described by 
Vollum and Wilson, but conducted with penicillin pastilles 
as recommended by MacGregor and Long,'* would be of 
great interest. Penicillin is a far more potent agent than 
sulphonamides ; indeed, according to recent observations 
by the same authors,** it exerts an astonishingly rapid bac- 
tericidal action in the mouth. They obtained some evidence 
that penicillin pastille treatment will alleviate acute strepto- 
coccal throat infection and eliminate the organism itself, 
although in chronic tonsillar carriers it reappears’ after 
treatment has stopped. How far the use of these _pastilles 
will succeed where sulphonamide lozenges have failed 
remains to be discovered. 


POSTGRADUATE. TRAINING FOR SERVICE M.O.s 


In September, 1941, the Council of the B.M.A. decided to 
represent to the Government the need for suitable post- 
graduate training facilities for medical officers on their 
return from the Forces. Six months later the Goodenough 
Committee was appointed to consider, among other 
matters, arrangements on a national scale for’ post- 
graduate medical teaching and research. The committee 
recommended that the responsibility for postgraduate 
medical education should rest with the universities having 
a medical faculty, and that each of them should appoint 
a special committee for postgraduate medical studies, with 
a postgraduate dean to organize and supervise the arrange- 
ments. These recommendations were sent to the Minister 
of Health and the Secretary of State for Scotland in 
October, 1943, in advance of the committee’s completed 
report, and it was then decided to set up at once the 
administrative machinery proposed by the committee. 
Since then the nature of the training facilities to be 
arranged by the universities for various classes of return- 
ing Service M.O.s, and the financial aid to be provided 
from public funds, have been discussed at conferences of 
university representatives held under the auspices of the 
Ministry of Health. The broad outlines of the Govern- 
ment’s plan have now been published and are reproduced 
in the Supplement (p. 61). In some respects the scheme 
falls short of what the B.M.A. wanted. In particular a 
refresher course which may be taken in two weeks can- 
not be regarded as adequate for the “clinical rehabilita- 
tion” of the man recruited from general practice. 
will be no dispute about the wisdom of providing oppor- 
tunities for further hospital experience for the men who 
joined up within a year of qualification, but whether such 


There © 





14 British Medical Journal, 1944, 2, 686. 
15 Nature, 1945, 155, 201. 
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men after four or five years’ service will be attracted to 
resident posts carrying an annual salary of £350 is another PC 
question. If doctors in this group have acquired family 
responsibilities, however, salaries may be supplemented by | Poly 
a grant under the Further Education and Training Scheme | inter 
arranged for ex-Service men and women by the Ministries 4 ing 


of Labour and Education, and it is to be hoped that the | The! 
help available from this source will be given generously, Such 
For the man aiming at a career as a consultant or specialist | /2° 
the salary proposed is more satisfactory, though here also oat 
some further help, which in this case would have to be — 
provided for a period of years, might be necessary in jndj- 0 
vidual cases. The promise of a post of the registrar type # reali 
for the prospective specialist will allay the anxiety felt by} to lo 


many medical officers about their prospects of securing | loss 
appointments of this kind on release. Throughout the dis. | by 1 
cussions the B.M.A. representatives have emphasized the} {alse 
importance, in, the public interest, of making the financial Pr 


provision generous enough to attract the many Service doc- so 
tors who will need professional re-education before begin-} denta 
ning or resuming civilian practice. It is open to question} give 
whether this object has been wholly achieved. In other} While 
respects the arrangements for providing suitable hospital os os 
posts, including specially created posts where necessary,} when 
will be welcomed, and should materially help the younger} skin” 
Service doctors to make up for lost time in equipping of th 


themselves for the future. sh 





FIJI LEPER SETTLEMENT 
The Fiji Government has published a_ well-illustrated 
account of the Central Leper Hospital, Makogai, by the 
experienced medical superintendent, Dr. C. J. Austin. The 
island is a beautiful one, 24 by 3 miles in extent, with 
separate villages for different races, for patients are 
admitted from the Solomon, Cook, and Gilbert as well 
as the Fiji Islands. There is a fine hospital with an x-ray 
plant and other buildings. Nursing is supplied by mis- 
sionary sisters of the Society of Mary and native nurses 
trained by them to the great advantage of the settlement. 
Land is available for cultivation by the able-bodied; 
others are employed in fishing, building, etc., through 
which the patients earn money and the cost of living is 
reduced. Sports, concerts, and other amenities are pro- 
vided, and religious services are conducted by resident or 
visiting clergy of several denominations. A Leper Trust 
Board, supported by New Zealand, runs a Christmas Day 
Fund and a comfort fund. The Fijian patients have 





increased from 352 in 1919 to 444 in 1943, but it is satis OPh" 
factory to note that this is due to earlier admissions, for} tive ef 
the number of early neural cases has increased from 0 to 27,4 also a 


and the advanced lepromatous ones have fallen from 32 ~ ah 
to 0. Half of the hydnocarpus oil used in treatment is sup-f 6" 
























plied by 1,000 trees planted in 1928. During the last ten ay: 
years an average of 40 patients have been discharged yearly and is 
with only 10% of relapse, including those for trophicp ‘© pur 
lesions in crippled nerve cases. The compulsory isolation Bb 
system is believed to be a success. phthal. 
Dr. H. Guy Dain, Chairman of Council of the B.M.A, an 
has been elected a Fellow of the Royal College of Surgeons} used. 
of England. therme 
methox 
: 3 pared | 
We are asked by the Central Medical War Committee 09 ., 11, 
draw the attention of readers to an advertisement in our adver rybber. 
tising columns this week for five general practitioners, 00% mouldi 
surgeon, and one pathologist for service with a large commerg be par 
cial company operating in the Middle East. The filling of thes plex ir 
posts is an important and urgent matter, and the Central = 
Medical War Committee will most carefully consider the poss ig : 
bility of any selected applicants within its jurisdiction beim ;, pols 
allowed to accept them. to use 
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POLYVINYL CHLORIDE FOR PROSTHESES 


[FROM A CORRESPONDENT] 


Polyvinyl! chloride (P.V.C.) compounds have had many and 
interesting applications during the war, notably for the sheath- 
ing and insulation of cables and for the proofing of fabrics. 
They are used also in the preparation of surgical prostheses, 
such, for example, as noses, ears, and fingers. War causes a 
large number of disfiguring injuries which severely tax both 
the skill of the plastic surgeon and the endurance of the patient. 
Treatment of such injuries generally involves a long series of 
operations and continual nursing care, during the course of 
which the patient’s ability to co-operate may be impaired by the 
realization that he appears frighteningly disfigured. In addition 
to loss of tissue due to burns and injury, there is often a further 
loss by disease which it is generally impracticable to remedy 
by reconstructive surgery and which necessitates some form of 
false features or prosthesis. 

Prostheses have been made for the plastic surgeon from. metal 
painted to resemble tissue, gelatin-glycerin mixtures, vulcanite, wax, 
dental acrylic resins, and rubber latex. Of the hard materials, 


dental acrylic resins such as “ kallodent,” if prepared with skill, 
give the best result in cases for which a hard restoration is suitable, 
while rubber latex provides a good but much less permanent restora- 
These prostheses may be attached to the face with adhesives 
Naturally, 


tion. 
or may be fitted to the frame of a pair of spectacles. 
when the attachment is to the 
skin by an adhesive, the weight 
of the restoration must be small. 
Imperfections in fitting of the 





appliance and matching are generally corrected by cosmetic creams 


-and powders, and the fatty basis of the cream may have a destruc- 


tive effect on the fine edge of the rubber latex restoration. There is 
also a tendency for rubber prostheses to darken on ageing. 

In view of the inertness and flexibility of plasticized polyvinyl 
chloride compositions, it was thought that they should be suitable 
for making prostheses. A considerable amount of work has there- 
fore been done on the material by Imperial Chemical Industries, 
and is briefly recorded here with the aim of assisting those who wish 
to pursue the investigation. 

It is well known that polyvinyl chloride swells in the presence of 
rasticizers such as tricresyl phosphate, dibutyl phthalate, or dihexyl 
phthalate, and may be dissolved at raised temperatures to form 
flexible rubber-like products. The physical properties of the resultant 
materials depend on the proportions and on the type of plasticizer 
used. The completely “ gelled’’ plasticized compositions are 
thermoplastic and can be moulded by compression or injection 
methods. Polyvinyl chloride-plasticizer mixtures can also be pre- 
pared in the form of pastes, varying in consistency from thick cream 
to putty. These pastes can be transformed by heat to flexible 
rubber-like products and shaped during the process by a simple 
moulding operation. It was considered that this technique would 
be particularly suitable for making prostheses which are often com- 
plex in form and of varying thickness. It was realized, however, 
that care would have to be taken in choosing the most suitable 
ingredients for the composition for use in contact with the human 
skin. Tricresyl phosphate is very often employed as the plasticizer 
In polyvinyl chloride pastes, but for this application it was decided 
to use only phthalate esters as plasticizers—e.g., dibutyl phthalate 
and dihexyl phthalate. Again, lead salts are commonly used as heat 





stabilizers in polyvinyl chloride. compositions, but were replaced by 
calcium stearate, a less toxic though less efficient heat stabilizer. 

The following problems were investigated: (1) Development of a 
composition suitable for the production of an adequately flexible 
restoration, and having a reasonable shelf life. (2) Development of 
the best gelation technique—i.e., the optimum temperature that will 
give a restoration of the maximum strength. Thin edges may be 
needed for attaching the prostheses to the skin; they are not strong 
enough unless a relatively high temperature of gelation is employed. 
(3) Finding of a pleasing “‘ base”? colour. (4) Development of 
technigues to secure accurate fitting. 

The use of dibutyl phthalate instead of the more usual tricresyl 
phosphate as the plasticizer introduced difficulties in -obtaining a 
paste with an adequate shelf life, and it was finally decided that, 
for the time being, the paste should be made from the polymer and 
the plasticizer immediately before use. Polyvinyl chloride composi- 
tions are more flexible when plasticized with dibutyl phthalate than 
with an equal amount of tricresyl phosphate. ; 

A temperature of gelation of 140° C. gave satisfactory restorations, 
but difficulties arose from discoloration of the composition, particu- 
larly because of the omission of a lead salt stabilizer. A wide range 
of satisfactory pigments has not yet been developed, but good results 
were obtained in a “‘ natural’ pink shade by the use of cadmium 
red with a white pigment. Titanium dioxide was used at first for 
this white pigment, but zinc oxide gave better colour stability. 

The method of making a restoration—e.g., a nose—is as follows: 

The nose is made in wax or “ plasticine,’”’ modelled either to the 
patient’s face or to a plaster mask of the face secured by a moulage 
method. The wax or “ plasticine’”’ is then invested 
in one half of a large dental flask in plaster-of-Paris. 
When the plaster has set the “‘ plasticine ’’ is removed 
and new hot wax poured into the cavity to replace 
it to a uniform thickness all round the mould, thicken- 
ing where this is necessary—for example, at the 








tip of the nose—but realizing that the thicker the wax the heavier 
the final restoration will be. Plaster-of-Paris is then poured in and 
the reverse half of the flask filled with plaster and closed. When 
this investment has set entirely, the flask is placed in boiling water 
until all the wax is removed. The flask and plaster investment are 
then thoroughly dried out in an oven to ensure that the necessary 
temperature of gelation will be attained. When quite dry the mould 
is removed from the oven and allowed to cool to a temperature of 
about 50° C. 

Pigmented polyvinyl chloride powder is stirred with dibutyl 
phthalate in a mortar until a smooth paste is obtained. Equal parts 
by weight of the plasticizer and polyvinyl chloride are convenient 
proportions, but the result may be made more flexible or less flexible 
as desired by increasing or reducing the amount of plasticizer. 
Ability to form pastes depends on the type of polyvinyl chloride, 
and specially prepared ‘‘ corvic ’ polymer was used in these experi- 
ments. The mould is then filled with the polyvinyl chloride paste, 
possibly tinted in addition to match more closely the skin adjacent 
to the particular restoration. The flask is secured, replaced in the 
oven, and left for one hour at 140°C. After gelation the flask is 
taken from the oven and allowed to cool, when the restoration is 
removed and trimmed. The prosthesis may be fixed by means of 
adhesives such as gum tragacanth or spirit gum, or by conventional 
methods involving attachment to spectacles. Metal moulds give a 
better surface to the prosthesis, but such moulds are less easy to pre-~ 
pare than those of plaster. Additional paints to help in matching 
the prosthesis to adjacent tissue have been developed by I.C.I. 

The illustrations show some examples of the type of work made 
with polyvinyl chloride pastes, and the simplicity of these methods 
suggests many applications. 
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GUESTS FROM LIBERATED EUROPE 


Many professional and other people in the liberated countries 
are keenly anxious to renew contact with their colleagues in 
Britain, and arrangements were made for visits by representa- 
tives of French doctors, the Belgian universities, and French 
school-children. A French medical delegation of 10 has been 
here from April 7 to 17 as guests of the British Council, in 
conjunction with the Royal College of Physicians, and were 
entertained at functions by other organizations, including the 
Royal Society of Medicine. The delegation saw hospitals in 
London and elsewhere, and visited Oxford and Cambridge. 
The members were :—Académie de Médecine: Prof. Baudouin, 
Dean of the Faculty of Medicine, Paris, Prof. A. Lemierre, 
and Dr. P. F. Armand-Delille ; Conseil Supérieur de Médecine: 
Dr. Ravina, Dr. A. Laporte, and Dr. H. Descomps ; Provinces: 
Prof. C. Soula (Toulouse), Prof. Gernez-Rieux (Lille), Prof. 
Roche (Marseilles), and Dr. Nedelec (Angers). 

The first of four groups of Belgian professors representative 
of all Belgian universities are here from April 16 to 30. The 
other groups will follow at intervals between May and July. 
The members of the first group are: Prof. V. Bohet, Professor 
of English, Liége ; Prof. N. Goormachtigh, Faculty of Medi- 
cine, Ghent ; Prof. P. Govaerts, Faculty of Medicine, Brussels ; 
Prof. M. F. L. Hemptinne and Prof. C. J. Jungers, Faculty of 
Science, Louvain. 

The French school-children, six boys and six girls, came at 
the invitation of the Lord Mayor of Birmingham and the city’s 
schools and with the assistance of the British Council. 

Prof. L. P. Garrod lectured in Paris under the auspices of the 
British Council, and published an account of his impressions in 
last week’s Journal. 








BRITISH COUNCIL FOR REHABILITATION 


The establishment of a British Council for Rehabilitation, under 
the chairmanship of Lord Rushcliffe, is a further indication of 
the place now rightly accorded in our national life and thought 
to the problem of the health and resettlement of injured and 
disabled persons, one which was recognized by the Government 
last year when it passed the Disabled Persons (Employment) 
Act. Among the objects of the council are: (a) To act as a 
central co-ordinating body for the various interests concerned 
in «the widest aspects of rehabilitation. (b) To promote and 
correlate courses of study. (c) To invite the active co-operation 
of Government Departments, hospitals, universities, training 
colleges, educational institutions, and research foundations in 
promoting the study and practice of rehabilitation. (d) To secure 
the active co-operation and participation of commerce, industry, 
and professional bodies in the problems of resettlement. 
(e) To encourage the formation of follow-up schemes for the 
rehabilitated. (f) To consider, promote, or oppose legislation 
which may affect the interests of the disabled and to make such 
representations as may be desirable. 

The council will comprise two representatives from each of 
the member organizations, a number of elected members, with 
such others as the council may from time to time appoint 
provided the total of elected members does not exceed half the 
number of representatives; and two delegate members from 
each regional council that may be set up. 

Fhe member organizations are: Association of Industrial Medical 
Officers (Drs. N. T. Glynn and C. L. Potts), Association of Occupa- 
tional Therapists, Board of Registration of Medical Auxiliaries, 
British Federation of Social Workers, British Hospitals Association, 
British Legion, British Medical Association (Mr. A. M. A. Moore 
and Dr. J. A. L. Vaughan Jones), British Orthopaedic Association 
(Mr. W. Gissane and Air Commodore H. O. Clarke), Central Bureau 
for Insurance Nursing Ltd., Central Council for the Care of Cripples, 
Charity Organization Society, Chartered Society of Physiotherapy, 
Hospital Almoners’ Association, Industrial Orthopaedic Society 
(Sir Ambrose Woodall and Mr. Percy F. Pollard), Industrial Welfare 
Society, Institute of Labour Management, Miners’ Welfare Commis- 
sion (Mr. E. A. Nicoll), National Association for the Prevention of 
Tuberculosis, National Council of Social Service, National Institute 
for the Blind, National Institute for the Deaf, National Institute of 
Industrial Psychology (Dr. S. L. Simpson), Research Board for 
Correlation of Medical Science and Physical Education, Roffey Park 
Rehabilitation Centre (Dr. Ling), Royal College of Nursing, Royal 
Faculty of Physicians and Surgeons of Glasgow (Dr. .G. H...H. 


Te 
Stevenson), St. Dunstan’s, Scottish Orthopaedic Coungij (M 
Alexander Miller), Society of Medical Officers of Health (Dr. Ja z 
Ferguson), Spero Fund for the Industrial Welfare of Tubercuit 
Persons, Trade Union Congress. - 
The elected members include Dame Georgina Buller, Mr. N St.J 
Buxton, Mr. Norman Capener, Dr. F. S. Cooksey, Mr. E. §. Evae 
Mr. H. E. Griffiths, Mr. S. L. Higgs, Dr. H. Joules, Dr, R . 
Kelham, Prof. J. M. Mackintosh, Mr. S. A. S. Malkin, Mr. Donald 
C. Norris, Dr. J. D. Robertson, and Mr. R. W. Watson-Jones, 


Funds are needed if the council is to be a success and to do 
all that has to be done for the injured themselves and for their 
resettlement in productive activities. Donations should be sent 
to Mr. H. Vezey Strong, at the council’s offices, 32 Shaftesbury 
Avenue, London, W.1. 








Reports of Societies 








PENICILLIN TREATMENT 


At a meeting of the Manchester Medical Soc‘ety on March 7 
Dr. G. S. SMITH opened a discussion on penicillin. 

In his introduction he emphasized that the choice of cases 
and the control of penicillin treatment had to be based largely 
on bacteriology. He outlined the princ'ples involved and 
described the methods of giving penicillin and its dosage in 
systemic and local use. He mentioned that although the con- 
tinuous intramuscular drip for systemic treatment had its own 
difficulties it was generally preferred to the interrupted three- 
hourly dosage in seriously ill patients. A review of the first 
100 cases receiving penicillin treatment in the Manchester 
Municipal Hospitals was summarized as follows: 


(1) In 13 cases of osteomyelitis there were good results, but 
penicillin did not prevent the development of a local abscess in 
bone or periosteum, which always required surgical treatment. 
(2) Of 10 patients with septicaemia (eight staphylococcal, one 
Streptococcus pyogenes, and one a non-haemolytic streptococcus) 
seven recovered after seven days of full systemic treatment and one 
died from pericarditis. (3) In 15 adults with pneumonia who had 
failed to respond to sulphonamides or were unsuitable for sulphon- 
amide treatment the general symptoms improved in all cases but 
two, where the temperature did not fall satisfactorily and they had 
deep empyemata. Five patients in this group died, four from 
bacterial endocarditis and one from acute nephritis which was 
present before the pneumonia started. Seventeen infants and young 
children, mostly after whooping-cough, had bronchopneumonia; 


here the bacteriology was uncertain, but penicillin was tried after. 


the failure of sulphonamides and 12 did well, while five died (two 
within four hours of starting treatment). Prolonged treatment was 
necessary in these cases, the response being rather slow, and a second 
course was sometimes needed. (4) Six cases with empyemata, four 
in children and two in adults, were given penicillin locally to 
sterilize the pus in the chest, followed by drainage in each case, the 
results being satisfactory. (5) Nine cases of uterine sepsis, after 
pregnancy or abortion, that failed to respond to sulphonamides were 
due to Streptococcus pyogenes (five), Staphylococcus pyogenes (two), 
and Cl. welchii (two); recovery followed in all but one patient who 
died before penicillin could have had any effect. (6) Three women 
and one man with a long history of unsuccessful sulphonamide treat- 
ment for gonorrhoea responded well to penicillin. (7) Three patients 
with cavernous sinus thrombosis, all staphylococcal in origin, re 
covered after intensive penicillin therapy, though one patient died 
some months later from staphylococcal arthritis of the hip-joint. 
(8) Four patients with meningitis had intrathecal penicillin; from 
one of these a penicillin-sensitive H. influenzae was isolated, and this 
child had lumbar puncture and intrathecal penicillin twice daily for 
six days. All four recovered. (9) In 20 patients with severe local 
sepsis, mostly staphylococcal in type, the results were generally good; 
one patient with a severe anthrax lesion on the face responded well. 

Prof. J. Morey, after quoting the good results that were 
being obtained in the Italian campaign, thought that in civilian 
cases penicillin would be more suitably given by continuous 
intramuscular drip, thus requiring a trained nurse all the time, 
and in consequence it could not be satisfactory as a domiciliaty 
treatment. Dr. B. WoLMAN quoted cases treated with penicillin, 
and Dr. P. GaBarro referred to its value in plastic surgery. 
Dr. H. J. Voss mentioned the use of pen‘cillin cream on cat 
buncles, and said that it was necessary to continue penicillin 
treatment for a very long time in cases of puerperal fever, 
white-leg, etc. Mr. F. ROBINSON said it should not be forgotten 
that the good results obtained in plastic surgery were only m 
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part due to the use of penicillin ; they were primarily due to 
the very careful technique carried out by plastic surgeons who 
paid close attention to the principles of surgery in dealing with 
the injuries: removal of dead tissue and dirt, early closure and 
early skin grafts leading to complete healing by first intention. 








Nova et Vetera 











SIMON LUDFORD, M.D. 


Munk in the Roli of the Royal College of Physicians (vol. 1, 
p. 64) has a good deal to say about Simon Ludford. Appar- 
ently he was originally a Franciscan friar and later a London 
apothecary. The University of Oxford admitted him M.B. in 
1554. Not content with this the University, in the following 
year, admitted a coppersmith, David Laughton by name, also 
M.B. The College of Physicians looked upon each as “ ignor- 
ant, unlettered, and incompetent,” and reproved the University 
by letter for its laxity and advised more cautious conduct in 
the future dispensation of medical degrees. The University 
seems to have revoked its licences to practise, and the copper- 
smith appears to have reverted to his original occupation. 
Ludford was more persevering. In 1560 he was admitted M.D. 
at Oxford, and in 1563 F.R.C.P. He even rose to the dignity 
of a Censorship on three occasions. He died in October, 1575. 
I give an abstract of his will: 


n Ludford, Doctour in Phisick, dated 1, July 1575. (P.C.C. 
tote, 38.) Sowle into the handes of all mightle God the father 
my creator, the Sonne my redeemer and the holie Ghost my com- 
forter . . . in whome onlie . ... I hope to have the fruycon 
[fruition] of the presence of the deitie with the electe. My bodie in 
St. Steven in Walbroke where I am now a parishyoner: suche debtes 
and dueties as I doe owe shalbe trewlie answered and paid. All 
suche my goodes, chattalls, householde stuffe shalbe parted into 
three equall and indifferent partes accordinge to the use and custome 
of the Citie of London, whereof one parte I give to Jane, my loveing 
wief, the seconde parte unto William Ludforde my sonne, the thirde 
parte I reserve to myself. I wille that there shalbe made and 

reached at my buriall to the a of Gods churche one sermon 

by Mr. Nowell,* Deane of Pawles (if he may be hadd) and I give 
to him for his pains 20s. To my Companie of Grocers in London 
that shall goe with my bodie to the burialle £6.13.4 for a recrea- 
tion amongest them to be hadd. To Jane Martin, the child that 
now dwelleth with me, £20 when 18. The lease of my great 
messuage and the houses belonging to the same not to be praised 
{appraised, or valued] with the rest but my wif to have the use 
and custodie and there dwell with the use of all the wainscott 
sethinge and selingt fastened to the same. 40s. to the hospitals of 
St. Thomas in Southwarke, St. Bartholomew in Smithfeld and to 
the late erected hospitall called Christs Hospitall. £3 among the 
poor prisoners of the six prisons, Newgate, Ludgate, the two 
compters, the Marshallsee and Kings Bench in Southwarke. Ser- 
vant, James Armeson £4. Maid, Jane Franklin £4. Residue, wife 
Jane. Friends Edward Skeggs, Poulterer, Robert Frier, citizen and 
goldsmith, overseers. Signed and sealed 14, october. Proved, 27, 
october 1575. (4 witnesses.) 


I like to think that Ludford surmounted the difficulties of 


‘his early medical career and died in the odour of professional 


sanctity as M.D. The will shows that he was still a member 
of the Grocers’ Company at the time of his death, for he left 
money for the customary funeral feast. At this date the Society 
of Apothecaries had not been founded, and those who, prac- 
tised this craft were members of the Grocers’ Company. I 
can’t help wondering whether the College of Physicians 
altogether approved of one of its Fellows being an apothecary 
member of the Grocers’, but there is nothing in Munk to show 
that it objected. 

The tripartite division of the goods of the deceased according 
to the custom of the City of London is extremely ancient, and 
goes back to Anglo-Saxon times in England. I owe the tran- 
script of the will to my friend the late Mr. Harvey Bloom. 


Ri. 2. 





_ The Scotsman recorded lately the severance of one of the remain- 
ing links with Lord Lister. Mr. Andrew Brown, who has died’ in 
his 94th year, was engaged in business as a maker of hospital 
appliances in Glasgow until he retired in 1939. He made sterilizing 
apparatus for Lister during his service at Glasgow Royal Infirmary 
and was personally acquainted with him. Not long ago he pre- 
sented to the Glasgow Corporation a steam carbolic spray made to 
Lister’s instructions in the earliest days of antiseptic surgery. 
Andrew Brown became a Burgess of his native city. 





* Alexander Nowell, Dean of St. Paul's. See Dictionary of National Biography. 
t Sethinge and seling. I cannot explain the meaning of this, but suggest 
that it may mean tapestry which covered the walls and ceiling. I have never 
met the words in any other ancient will, but wainscot is referred to occasionally. 


Correspondence 








Women in Labour 


Sir,—I can well believe that nothing other than humanitarian 
motives has led Dr. John Elam to write the letter on women 
in labour. Furthermore, I can well imagine that many of the 
facts contained in his letter are in the main accurate, and it 
seems certain that in our maternity hospitals full use is not 
being made of the methods of analgesia now available. That 
this failure to afford relief to the sufferings of women in labour 
is due to any “indifference” or callousness on the part of the 
obstetricians. I hasten emphatically to deny. 

Surely Dr. Elam must be aware of the difficulties under 
which institutional midwifery is being conducted at the present 
time—difficulties which show little sign of any abatement in 
the near future and which are daily and nightly causes of grave 
anxiety to those of us who are resident obstetric -officers. 
Owing to the changed social conditions more and more women 
are compelled to seek admission to hospital for confinement, 
the population of all industrial areas has steadily increased, 
and the average age of primigravidae has shown a distinct 
upward tendency in the last few years. These factors have all 
tended to increase the work of our maternity hospitals, and the 
demand for maternity beds is now greater, more pressing, and 
more insistent than at any time since the outbreak of war. 

To add to the difficulties the shortage of nursing staff is 
notorious and continues to be a “national problem”; this 
factor alone has of necessity led to a lowering of the standards 
of institutional midwifery until it is clear that the margin of 
safety has disappeared, and those of us engaged in the practice 
of this branch of obstetrics know full well that a sharp rise 
in maternal mortality is now inevitable. 

These matters may or may not be capable of a speedy 
solution, but if solution there be, it must clearly be on a 
national basis, and no local effort is likely to achieve success. 
We working obstetric surgeons are certainly powerless to alter 
them., For some years our utmost endeavour has been to keep 
the maternal mortality figures as low as possible and to preserve 
the lives and health of the women and infants given into our 
charge. In this critical phase of the country’s maternity services, 
it does seem that to castigate us for failure to relieve pain by 
the use of gas-and-air analgesia is, to say the least, untimely. 

Regarding the technical aspect of the question, I would point 
out the difficulties encountered either in purchasing new 
anaesthetic apparatus or in having faulty instruments repaired. 
Furthermore, as Dr. Elam is well aware, the gas cylinders of 
various types of machines are of different sizes and therefore 
not interchangeable. Trilene-and-air anaesthesia is still very 
much on trial, and recent papers dealing with trilene anaesthesia 
clearly show that trilene is a substance which possesses many 
grave disadvantages as an anaesthetic agent. It cannot in the 
existing state of the law and the rules of the Central Midwives 
Board be administered by midwives, and an obstetric officer 
who permitted it to be administered by anyone other than a 
registered medical practitioner could not hope to escape the 
legal consequences of an anaesthetic death. 

In conclusion may I refer Dr. Elam to a recently published 
report on “A National Maternity Service,” pages 30 and 31, 
in which it is clearly indicated that the widespread use of 
analgesia in labour can only be hoped for when in this country 
we establish in the future a maternity service of the type 
recommended by the Royal College of Obstetricians and 
Gynaecologists.—I am, etc., 


WILLIAM J. CLANCY, 


City General Hospital, Sheffield. Obstetric Officer, 


Sir,—As one who has had two children in the past two years 
I should like whole-heartedly to endorse the sentiments expressed 
in Dr. John Elam’s letter. In furtherance of the object of 
analgesia in childbirth, I suggest that the following be incor- 
porated in the routine of antenatal care: 

(1) Instruction in the art of relaxation. I do not think that, 
as is so often claimed, this mitigates the severity of the individual 
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pains, but I am convinced that it hastens the dilatation of the 
cervix. (2) Instruction in the use of gas-air apparatus, stress- 
ing the following points: (a) The mask to be held close to the 
face, and the patient to breathe deeply during the pains. 
(b) When the pains are coming frequently and severely (at a 
point, of course, to be judged by the attendant doctor or mid- 
wife) the patient to breathe normally into the mask between 
pains. Thus a certain concentration of nitrous oxide is main- 
tained in the lungs and the maximum is easily reached by deep 
breathing when each pain starts. (3) Reassurance ; tell your 
patient she won’t be allowed to suffer: thus fear, the great 
inhibitor of uterine action, is removed. In order to carry this 
out every practitioner should familiarize himself with one 
method of drug analgesia in obstetrics, such as omnopon, 
scopolamine, seconal, etc.—I am, etc., 
Woman Doctor. 


Trichlorethylene in Midwifery 

Sm,—I have read Dr. D. C. Devitt’s letter about trichlor- 
ethylene (March 24, p. 422) with interest and agreement. After 
using Marrett’s inhaler (with the addition of a handle cum rack 
for mask) for two years I, too, find it superior to gas-air in 
labour. One advantage is that if the nurse takes over from 
the mother and uses full-strength vapour straining is stopped 
and the head can be extracted with complete concentration on 
the job. 

A field in which, I think, trilene could be extended with 
advantage in general practice is as an adjuvant to nitrous oxide 
in dentistry and for young children. I suppose one may suffi- 
ciently anaesthetize 98 to 99% of individuals with gas for dental 
extractions, but, in my hands at any rate, quite a large propor- 
tion complain of nausea or vomiting afterwards and are unfit 
to go home without a considerable rest. By using a small 
bottle with a wick as supplied with some gas machines and a 
few drachms of trilene, cyanosis can usually be avoided: and 
a much less upsetting administration secured without the 
unpleasant attentions of the dentist who may force an ether- 
soaked swab into the mouth. Children take trilene with gas 
particularly well. I may instance my own boy, who, after a 
20-minute administration for discovery and removal of a needle 
from the thigh, went into a normal sleep without retching and 
woke without knowing that anything at all unusual had 
happened.—I am, etc., 


Birmingham. W. Brian GouGu, M.B., D.A. 


Unilateral Hypotony during Anaesthesia 

Sir,—The article by Drs. Ina and G. J. C. Brittain on unilateral 
hypotony during anaesthesia (March 31, p. 442) should, I 
think, be regarded as a warning of what can be done unthink- 
ingly in the cause of healing. It is to me almost unbelievable 
that anyone should have so little imagination (quite apart from 
the lack of good technique involved) as to inflict on a patient 
what is therein related. 

“That first fine careless rapture,” sometimes to be observed 
in those feeling the freedom of a recently acquired facility in 
any specialty, may be noticed even among anaesthetists, and 
it is sometimes detectable in the manner in which a: mask is 
clamped upon a patient’s face and thus left. Harness, by reason 
of the mechanical thrust involved, tends to impair the airway, 
and because of its labour-saving properties tempts the unwary 
to do no more than apply it; the result can be an airway far 
from perfect, and, apparently, trauma such as has just been 
reported. : 

It would therefore. seem reasonable to hope that the young 
anaesthetist will at first eschew the lures of harness and when- 
ever possible learn to procure a good airway by manual manipu- 
lation, and, having acquired this facility, continue to use harness 
only when absolutely necessary (for example, closed circuit) ; 
and further that the mask will be chosen and applied and the 
harness adjusted with care and discretion, with no hesitation to 
use the hands afterwards as occasion demands. 

Mechanization has its uses, but unthinkingly applied is not 
necessarily progress.—I am, etc., 


London, N.W.11. STEPHEN COFFIN. 


a 
Newer Concepts of Breast-feeding 


Sin,—Your contributor ‘Dr. M. Witkin (March 31, p, 441) 
has once more made an attempt to bring new light to the 
question of breast-feeding which is developed from his Previous 
attempt (Arch. Pediat., 1939). Breast-feeding is a biological and 
physiological function of the female; the breast is but an f- 
appendage of the skin with highly specialized secretive tissues 
and while the anatomical structure is discussed the physiological 
function of the gland is not mentioned. Any dairy farmer 
will state that in order to obtain good quality and quantity of 
milk it is essential: (1) to have a gentle sustained force to expel 
the milk ; (2) to empty the gland as quickly as possible; and 
(3) to strip the gland completely at the end of milking. Here 
then, we have a good precept to follow ; if, as stated, there js 
some blockage to one or more of the ducts the obstruction will 
be overcome by the babe with a mouth specially formed for this 
work—a physiological method, better than manual eXpression, 
which can and does often cause trouble. : 

The assertion that both breasts should be employed is debat- 
able. The breasts vitally secrete milk as the result of suckling 
which increases the blood flow through the gland, the selective 
cells abstracting sugar, fat, and protein in that order; the 
chemical stimulus affects both breasts and prepares them for 
lactation, which is maintained by suckling; the absence of 
nervous control precludes reflex stimulation of the other breast 
but the actual flow at the breast is determined by: (1) suckling 
(the greatest stimulant per se of lactation) ; (2) rate at which the 
child takes feed ; and (3) stripping. 

Feeding, as suggested, on both breasts does not allow either 
breast to function normally, correctly, and completely, 
Admitted that in the interval between feeds there is a slow 
production of a small quantity of milk, it is not until the babe 
has been at the breast for two minutes that the milk really 
begins to flow, not because of obstruction to one or more of 
the lactiferous ducts, but because of stimulation by suckling 
and the change from the resting to the secreting phase. During 
the period of suckling the various food substances are abstracted 
in correct proportion, and the final five minutes are essential 
for the stimulation of the gustatory juices of the feeder emptying 
the gland and obviating the necessity for manual expression of 
the milk. If both breasts are used the meal will not be balanced, 
but will have a high sugar and fat content with resultant signs} 
of over-feeding and carbohydrate and fat dyspepsia, and neither 
gland will be stimulated or emptied completely. 

It is not to be wondered at that increasing difficulty is being 
experienced in breast-feeding if both breasts are used. The 
majority of breasts are physiologically functioning correctly, and 
the number with pathological changes are exceedingly few, for 
these respond perfectly well to normal suckling. By all means 
let there be change for the better as our knowledge increases, 
but let due regard be paid to physiological processes, of. which 
lactation is one of the simplest and best known, though often 
least understood. Pay a little attention to the knowledge of 
those whose livelihood depends on a good supply of milk— 
namely, the dairy farmer—and finally pity the poor twin who 
would have to have second feed in the proposed regime.—l am, 
etc., 

Leeds. 
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Ointment for Burns in Children bur sub 

Sir,—Our object in sending this communication is to dra¥jwould | 
attention to'a dressing that has been found to be of considerable Approxit 
use in the treatment of burns and superficial septic wounds it 
children. The ideal criteria for such an ointment are that: 
(a) the ointment should be bacteriostatic ; (b) it should be # 
epithelial stimulant ; (c) it should be analgesic. 

Bearing these factors in mind we have evolved an ointmell 
of the following composition: Sulphanilamide 5; urea 20; 
water-soluble base to 100. After experiment the base fount 
most suitable was one of sodium alginate 10, liquid paral 
10, water to 100, preserved with phenyl mercuric nitrate 1:8 
The advantages claimed are theoretically that: (1) the su 
phonamide fraction_is enhanced by the destructive action 4 
urea on p-aminobenzoic acid, normally present in seruf 
(2) there is a combined local analgesic and epithelial stim , 
effect of the urea; (3) there is an anti-adhesive factor im! 
base. 


R. O. BARBER. 
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In practice it is found that the ointment is inexpensive and 
oes not deteriorate on storage and can be adequately steril- 


> P. 441) & Clinically our practice has been to apply a thick layer 
It tO the f the ointment with a gauze dressing to the wound and for 
Previous ressings to be done on every second or third day. In the 
Bical and Faces so far treated epithelization has occurred rapidly, and 
' but an f+ has been very noticeable how little pain has been experi- 
© tissues, Fenced during the changing of the dressings. The ointment is 
iological itable for issue in collapsible tubes for use as an emergency 
y farmer fe t-aid dressing for first-degree burns and superficial grazes. 
lantity of f We are aware that allantoin in combination with sulphanil- 
> tO expel mide has been used in similar conditions. The action of 
ble ; and Jlantoin appears to be due to the formation of urea, but we 
g. Here, re unable to satisfy ourselves that there is any advantage 
& there is Foained by the use of a more expensive and complex substance. 
ction will F we should like to acknowledge the help and encourage- 
d for this ent received from the honorary surgeons at this hospital.— 
‘Pression, we are, etc., 

: P. D. A. DurHAM, M.B., B.S., D.C.H. 
is debat- ALec Rag, M.P.S. 

suckling, The Hospital for Sick Children, Great Ormond Street. 

Selective 

rel vv Haemoglobin Tests for Blood Donors 

sence of | SIR,—In common with the other large hospitals, a blood bank 
er breast pvas started here just before this war broke out. After its 
) suckling nception we were struck by the fact that quite a number of 
which the @naemic-looking donors turned up to give blood, and were 


nclined to connect this with the not too infrequent fainting 


























Ow either encountered. Consequently since Dec. 28, 1942, we have 
ympletely egularly carried out haemoglobin estimation (Sahli) on every 
is a slowmdonor before bleeding, and made it a rule never to take blood 
the babe Mf the haemoglobin were under 85% ; or, in exceptional circum- 
ilk really Stances—e.g., at times of unusually heavy demand for blood— 
- more of gve would temporarily lower the standard to 80%. 
- suckling § Whether as a result of this selection, or for other reasons, 
. During have practically ceased having fainting donors after 
abstracted gvenesection. We have now collected figures from 3,049 donors, 
. essential and the tabulated results are as follows: 
emptying 
ression of Male | Female 
Hb o j 
balanced, . Total No. | Percentage | Total No. Percentage 
[tant signs | | 
ithe §45-49 1 | 0-1 3 0-2 
nd neither pce in | po | 3 0-2 
55-59 sh ~~. | 0-4 a as 
y is bem | 7 0-55 27 1-55 
eee | le 133 a 
16 . | 165 3 
rectly, and Ha 34 96 75 518 29-4 
all mean OS ie 
58 : 16° 
all MEADS F 95-99 277 21-5 114 6-5 
increases, -104 195 15-2 28 iS 
ich 05- | 65 5-0 3 | . 
Of whit and over | 16 1-25 2 0-1 
ugh often | | 
wledge off Totals...) 1,284 ' 1,765 
of milk— a 
twin who} This shows that a fair proportion of anaemic donors, many 


ne.—I aml, fof them normal in appearance, may have been bled had we not 
aken the precaution described above. In fact, the figures show 


BARBER. that if we had adhered rigidly to our higher standard of fitness 
or blood donation we should have had to reject over 25% of 
bur subjects, and even on our lower standard the percentage 

s to drav§would have been over 10. In actual practice we rejected 


nsiderabl pproximately 15%.—I am, etc., ' 


wounds it A. M. Nussey, M.D.,:M.R.C.P., 
are that: Physician. 

C. E. M. Ware, M.B., B:S.., 
uld be at Selly Oak Hospital. Pathologist. 
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urea 20; Sulphadiazine and Measles 







ase foun SIR——Some months ago I was called to see a child of 8 years 
id paraf nd found her to be in the early stage of measles. The case 
ate 1: 6004S as severe as could be. The rash had developed during the 





receding twenty-four hours and had in that time reached the 
onfluent type. The child’s temperature was 104.6° F., respira- 
Ons were 30, accgmpanied by a distressing cough. There were 
0 signs of pneumonia, but widespread rhonchi were present all 
ver the chest. I suspected the probable onset of pneumonia, 
nd as a precautionary measure put her on sulphadiazine. 











Owing to pressure of work | was unable to visit the case again 
until two days later, when I found the patient sitting up in bed 
looking cheerful and well. The rash had practically disap- 
peared. The temperature and respiratory rate were normal and 
there was no cough. She was, in every sense of the word, 
convalescent. The course of events within 48 hours impressed 
me as dramatic. 

Shortly afterwards there was an outbreak of measles at the 
public school under my care, and I decided to use sulphadiazine 
as a routine procedure in every case. I have now had the 
opportunity of analysing the results of the 43 cases which 
occurred during the term at the school. The conclusions I have 
arrived at are as follows: (1) The febrile stage averaged less 
than 48 hours. In the majority of the cases the’ temperature 
fell to normal within 24 hours. (2) The “illness ” of the patient 
was of similarly very short duration. (3) The rash disappeared 
far more quickly than usual, as also the catarrhal signs. 
(4) All the cases were “well” within 2 days. (5) There were 
no complications. 

I should be interested to know whether similar results have 
been experienced in other epidemics elsewhere, and, more 
important still, whether the type of measles has in any case been 
of this exceptionally mild order. Unless this is so, it would 
seem that the use of sulphadiazine in measles should be a 
routine procedure. Another very important consideration 
arises. Since the patient is clinically well and symptom-free 
within 2 or 3 days can the period of quarantine be considerably 
reduced proportionately?—I am, etc., 


Oxford. J. FRANKLAND WEsT. 


Sulphonamide Therapy in Otitis Media 


Sir,—Surely there can be little doubt of the value of sul- 
phonamide therapy in early treatment of otitis media and 
prevention of mastoid complication. The dangers pointed out 
by Mr. A. R. Dingley (March 24, p. 422) of using a sulphon- 
amide drug are less than the dangers of not employing one. 
In my experience in a busy country practice early employment 
cuts short the whole illness, lessens discharge, and, in very 
many cases, has saved paracentesis... One case of deafness 
which I noted was in a patient who was unable to tolerate 
the drug orally. I have not found deafness resulting from 
sulphonamide administration, and it has particular value in 
children. 

The chief objection to sulphonamide therapy may be that 


‘ the ear-nose-and-throat surgeon will intervene less often— 


acute mastoid infection is becoming much less frequent since 
the introduction of sulphonamides—and no doubt, with the 
extended use of penicillin, it is a question whether better results 
may be obtained.—I am, etc., 


Boreham Street, Sussex. C. GRAHAME. 


Adrenaline in the Treatment of Malaria 


Sir,—The use of adrenaline in the treatment of malaria. as 
advocated by Prof. M. Ascoli, head of the Clinica Medica of 
Palermo University, is of paramount importance and is rational 
for the following reasons: (1) It is easily administered intra- 
venously. (2) It is harmless to the host, as it is already 
present in the body and is not a foreign substance. (3) It can 
be given to ambulant cases, and therefore there is no necessity, 
with the exception of malignant cases, to hospitalize men found 
to be suffering from malaria in all its stages. (4) The action on 
the spleen is immediate and dramatic. 

Pioneer work has been done by Prof. Ascoli, but outside 
Italy little is known of this method of treatment. In Italy 
itself over two hundred pamphlets have been published by 
independent observers. Prof. Ascoli based his treatment on 
three facts: (1) The spleen contains the reserve supply of red 
blood cells. (2) The spleen is a contractile organ, and by con- 
tracting floods the general circulation with red cells whenever 
there is a call for additional oxygen, as in asphyxia, diminished 
atmospheric pressure (high altitudes, etc.), emotional states, 
fatigue, etc. (3)' The stimulus is supplied by the medullary 
hormone of the suprarenal glands. 

These facts were ascertained by experiments on dogs carried 
out by Barcroft and Binet. The contraction of the spleen 


after intravenous adrenaline is easily felt and takes under two 











568 AprIL 21, 1945 


CORRESPONDENCE 






APRII 


— 


Britisu 
MEDICAL JOURNAL 





minutes to complete. Relaxation is complete in about four 
minutes. The congestion of red blood cells in the spleen, where 
there is little or no plasma to protect them, exposes them to 
attack by the malaria parasites. These mature, sporulate, 
mature, sporulate again, without giving any indication at first 
of their presence, as there is no access of fever until the parasites 
reach the general circulation in sufficient numbers. If, in the 
treatment of malaria, the spleen is neglected the obvious result 
is that anaemia, more or less severe, sets in, while relapses 
occur every time the spleen, for one reason or another, is made 
to contract. 

Relapses, therefore, after quinine treatment are easy to 
account for. It simply means that the spleen has been neglected. 
Relapses frequently occur in men immediately after discharge 
from hospital, the obvious reason being that they have been 
kept in bed for a period and drenched with quinine, etc. They 
have become soft and easily fatigued and they are discharged 
heavily clothed and carrying more or less .heavy equipment. 
The fat:gue produced calls for additional oxygen in the blood 
stream. The spleen immediately responds and in doing so lets 
loose a new army of. parasites, many of them in the stage of 
sperulation, with the result that there is a sudden rise of 
temperature and all the signs and symptoms of a relapse. 

It is an establ'shed fact that the natural protective power of 
the blood plasma is able to deal with large numbers of parasites 
circulating freely in the blood stream. It is claimed by many 
workers in this field, in addition to Prof. Ascoli, that, if the 
spleen is emptied daily for, say, thirty days, there is no need 
for any other form of treatment. Quinine is given only when 
there is a rise in temperature, and then only in comparatively 
small doses. However, combined operations, using adrenaline 
to drive the parasites out into the open and quinine at the same 
time administered orally, subcutaneously, or intravenously to 
aid in the destruction of the freed parasites, would appear to be 
the common-sense method of attack on malaria. Prof. Ascoli 
is now experimenting With injections of adrenaline three times 
a day so as to shorten the period of treatment from thirty days 
to ten or twelve, and is meeting with success. For this, of 
course, hospitalization is necessary, whereas the daily treatment 
is being carried out in the out-patient department of the Clinica 
Medica, Palermo University, where men, women, and children 
of all ages flock. Babies receive their injections in the jugular 
vein without any mishap and take the same doses as adults. 
Pregnant women also take the same doses, and here the use of 
adrenaline is particularly indicated, as it has no effect on the 
course of the pregnancy. To bring about the same results 
with quinine would certainly interrupt the pregnancy. Thirty- 
six healthy full-time babies were born last year in Palermo— 
the mothers having been treated with adrenaline intravenously 
with satisfactory results so far as the malaria was concerned 
and no harm to the babies. 

In malignant or cerebral malaria the results are most striking. 
The theory is that the foci of malaria parasites in the capillaries 
of the brain are forced through to the venous circulation by the 
effect of adrenaline on the arterioles and the consequent general 
rise in tension and pressure. Several letters appeared in the 
British Medical Journal \ast year uncer the heading of “ C:rebral 
Malaria.” In each case the observer stated he began treatment 
with an immediate injection of adrenaline. He goes on to 
describe how he followed this up with intravenous quinine and 
gives all the credit for the sudden improvement to the quinine, 
whereas the fact is obvious that the injection of adrenaline gave 
the “ knockout blow ” and the quinine merely did the cleaning 
up. 

There is some evidence, too, that a patient treated with 
adrenaline is immune from subsequent fresh infection, and this 
opens up a field for investigation and observation. In this 
connexion it is interesting to note that in 1942 a battalion of 
Italian infantry stationed in Sicily was moved to Sardinia. 
Soon after arrival about 80% of the unit went down with 
malaria. On investigation it transpired that all of the 20% 
who escaped had had malaria in Sicily and had been treated 
with adrenaline. It is not possible at this stage to explain this 
remarkable phenomenon. 
other hand, I have spoken with individuals who were treated 
over five years ago and they have had no sign of malaria since, 
no relapses, and no fresh infection, though they continued to 


It may be coincidence, but, on the- 












ee 
live in a malarious area. The extreme importance of th 
phenomenon, if proved to be correct, is self-evident, It ope ] 
up untold possibilities and may well revolutionize our who 
outlook on malaria. It may be that here we have the ideal 
prophylactic, and the day may come when everyone going to 
live in the Tropics will undergo a course of preVentive treat 
ment. 

In conclusion, here is a form of treatment which is at once 
rational, simple, inexpensive, and safe. It can be carried outf plasmo¢ 
in the field and the saving in man-power is real, not only jg} infectio 
the emergency of war but afterwards in civil life. If the spleen} C42 USU 
is thoroughly cleaned there can be no relapses. At the samepsubject 
time the saving in quinine and allied products will be colossal { is paid 
The same, too, applies to post-war expenditures, as the need} Present 
for hospitalization would be reduced to a minimum.—I am, ete, vented < 
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D. C. Macponatp, | When th 
C.M.F. Lieut.-Col., R.A.M.C. 
Prophylactic Control of Malaria 
Sir,—That “prevention is better than cure” has been well 5 
IR,— 


proved by the measures taken in the Australian and American 
Armies in the South-West Pacific to control malaria. In Burma the Osle 
and India the problem is more difficult, owing to the denser the pat! 
population in malarious areas and the impossibility of remoy.| mses: 
ing natives to other islands, as can be done in the Pacific. Ip the fing 
the earlier stages of the war, in both theatres, the malaria rate small a 
was excessively high, but by the end of 1944 it had fallen in telangie 
the Pacific to a figure only one-eighth of that on the Burma 3°?" be 
Front, and this was due to the very high standard of anti of the C 
malaria discipline which came to be rigidly enforced in the} 2% fan 
Australian and American Armies, where it was laid down that the fam 
the prevention of malaria in the field is not a function of the regardec 
Medical Services but of the Command. . (a gene 
The general level of antimalaria discipline in our Burma this cla 
operational areas is, however, lower than that of the Pacific typical t 
Armies. A good example of the benefits obtainable by unremit- family } 
ting attention to detail was given by the O.C. of an Australian 
battalion, who showed that this discipline could be maintained 
even when his troops were in contact with the enemy, and he ] 
was able to reduce his unit’s malaria rate to only a fraction 
of that of other units. “his convinced the Australian military 
authorities of the practicability of reducing malaria in the field. 
After investigations carried on in the Assam—Burma area a series 
of experiments in two Australian research centres proved that 
malaria can_ be: effectively suppressed by, the administration of . 
f : : : the respi 
mepacrine. By this method all cases of malignant tertian arefitness p 
cured provided the drug is taken continuously for a month after§sjight ja 
leaving the malarious area, but benign tertian, with its greaterftrunk. 1 
tendency to relapse, requires a longer period for complete cure.J Using 
A wide series of cases based on these findings showed 100% of} Patient v 
recoveries. This improved malaria control is a distinct step in from the 
: + __pthe cond 
advance of the last great war, where large numbers of soldiers but’ there 
had to be temporarily invalided on “ return trips,” which became} 7p. De 
very popular. tion was 
It has been shown that mepacrine (atebrin) canbe takenfbase wa: 
daily for an indefinite time, rendering the blood plasmodium penetrati 
negative to mosquitoes. Other measures are also necessary. bichrom 
In anopheles-infected areas the orders are that gaiters must Big oo 
be worn, sleeves pulled down, and mosquito lotion applied to 4 Senay 
exposed parts of the skin. At night mosquito nets must be§;, ra 
tucked under the mattress or weighted down. D.D.T. is being These a; 
found to be the most effective insect-killing agent, and bigfboiling-p 
quantities of it are being shipped to India. os It has 
In view of the large numbers of malaria-infected men arriving} sng byt 
in Great Britain coming under the care of medical men many§;. possit 
of whom have never been abroad, the question arises as to hov of conii 
the Indian and Pacific experiences in combating malaria can be 
best put into effect here. The usual methods of diagnosis by 
blood examination and treatment of an attack are well known, 
but the subject of periodic relapses and the eradication d 
gametocytes would appear to need further attention. Army 
Orders of February, 1944, prescribed a course of fourteen da 
on the first two of which quinine is given, then five days “fr y. G 
mepacrine, and two days without any antimalaria drug, folfis the 1 
lowed by five days of pamaquin. Sufficient trial of the researchithic, It 
work done in India and Australia has shown that the simple idely o 
procedure of placing sole reliance on mepacrine to prevetl 
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|” 
relapses is effective provided it is regularly administered, and 
the therapeutic discipline for this is the responsibility of the 
doctor at home. In the field on active service that same respon- 
sibility becomes the concern of the military authorities, who if 
they show any laxity are soon discovered by a rise in the malaria 
rate of the men in their command, Mepacrine, one tablet a day, 
can be taken for indefin:te periods with no ill result. 

Malignant tertian (otherwise subtertian malaria in our present 
faulty nomenclature), because of the rapid multiplication of 
plasmodia in the red blood corpuscles, can produce a dangerous 
infection requiring special treatment, whereas the benign forms 
can usually be brought under control in three days, but are more 
subject to relapse. But these relapses never occur if attention 
js paid to the details of prophylaxis. A summation of the 
present position is that although malignant tertian can be pre- 
vented and cured by mepacrine, benign tertian is prone to recur 
when the suppressive mepacrine is stopped.—I am, etc., 


G. D. G. 


OURNAL 
9) 


> of the 
It Open 
ur whole 
the ideal 
going 

ve treat 


; at once 
ried out 
| Only in 
he spleen 
the same 
Colossal, 
the need 
am, ete, 


ONALD, 
..A.M.C, 


Hereditary Haemorrhagic Telangiectasis 

Sir,—In his excellent account of a case of telangiectasia of 
the Osler type Dr. D. Cappon (March 31, p. 440) mentions that 
the patient has had a few of the red spots on the ends of her 
fingers, but does not state whether any were to be seen through 
the finger-nails. So far as I know, telangiectases (punctiform or 
small streaks) under the finger-nails are pathognomonic for 
telangiectasia of the Osler type, whether any familial history 
can be elicited or not. Anyhow, the diagnosis of telangiectasia 
of the Osler type can (though rarely) be made in the absence of 
any family history. In such cases either the information about 
the family history must be defective or else the patient must be 
regarded as the first in the family to manifest the condition 
(a gene mutation). Not long ago, for instance, a patient of 
this class was shown at the Royal Society of Medicine with 
typical telangiectases, some beneath the finger-nails, but with no 
family history of any similar condition.—I am, etc., 


F. PARKES WEBER. 
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London, W.1. 


Neurological Symptoms in Infective Hepatitis 


Sir,—In view of the attention being paid to neurological 
symptoms in cases of infective hepatitis, the following case may 
be of interest. 


A female patient. after two months in hospital developed poly- 
neuritis. The peripheral paralysis spread upwards, and threatened 
the respiratory muscles. The specialist’s report was: ‘‘ Vomiting, 
illness, paralysis. Toxic hepatitis and polyneuritis (virus infection). 
Slight jaundice. Muscular wasting, and loss of power in limbs and 
trunk. No tendon jerks. Contraction of ankle flexor groups.” 

Using microchemical methods, we searched for any toxin.- The 
patient was given charcoal, and the charcoal subsequently recovered 
from the faeces and examined. Two known toxins could have caused 
the condition—coniine and hypoxanthine. Neither could be found, 
but there was a profuse growth of Cl. welchii. 

The patient then improved, and then relapsed. Another examina- 
tion was negative. She then died. From the liver an alkaloidal 
base was isolated which gave the following reactions: It had a 
penetrating, irritant odour. Heated with sulphuric acid and pot. 
bichromate, it gave a smell of butyric acid.:.There was no pre- 
cipitate with platinic chloride in the cold, but an opacity appeared 
on heating. The watery suspension was muddy, and cleared on 
heating. The base was liquid, and gave a purple colour with alloxan. 
It gave rhombic plates, with notched edges, with Reinicke’s salt. 
These are the reactions of the pyridine derivative, coniine. The 
boiling-point was higher than that of the pure alkaloid. 


It has been thought that coniine can be formed from urea 
and butyric acid. Cl. welchii is a producer of butyric acid. It 
18 possible that this neuritis was due to a toxin, of the nature 
of coniine, formed in the patient’s liver.—I am, etc., 


C. LOvELL. 
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Wakefield Laboratories, Bethlem Royal Hospital. 





Fulminating Gas Gangrene 
Sir,—In order to be able to draw the correct conclusions from 









en dayithe case described by Lieut.-Col. C. J. Cellan-Jones and Major | 
by E. M. Griffin (April 7, p. 482) the matter requiring clarification 
foe ls the term “thorough wound toilet.” Everything hinges on 





his. It is imperative to know whether the wound was really 
idely opened up by extending the original wound and ‘explored 





simpler 
prevent 








thoroughly in its full extent, fascial planes widely opened, 
foreign material removed, and every bit of dead and damaged 
tissue excised. We have had a number of localized gas 
gangrenes in battle casualties, and in every case the primary 
operation was inadequate, although every one has been de- 
scribed as a wound exc’sion. Pending further information, no 
criticism is offered, but in a wound operated upon within 8 
hours the avoidance of gas gangrene is entirely a surgical 
problem. 
No dead tissue, no gas gangrene.—I am, etc. 


F. Louis, F.R.C.S. 


St. Margaret’s Hospital, Swindon. 


Estimation of Heat Radiation in Clinical Practice 


Sir,—The question raised by Dr. C. B. Heald (March 24, 
p. 421) concerning the effect of an interposed layer of lint in 
the application of radiant heat is an interesting and important 
one, but, unfortunately, it is one of those to which the physicist 
cannot provide a simple answer. This is the reason why it was 
omitted in our recent paper on the estimation of heat radiation 
(Dec. 23, 1944, p. 811). The problem has already been dis- 
cussed to some extent in an earlier paper (Jan. 16, 1943, p. 66), 
when we had to deal with the case of the patient in the heat 
cradle who is wrapped in a blanket. The interposed material 
will be warmed up by the radiation from the radiation source 
and will act as a secondary radiator. The secondary radiation 
is of longer wave-length, depending on the temperature of the 
blanket. It is, however, likely that a good deal of heat is 
transferred by conduction through the narrow air space between 
blanket and patient, and this effect renders the whole problem 
rather complex. Experiments to determine these factors 
separately are in progress, and the results will be published in 
due course in the British Journal of Physical Medicine. 

The more specific question of how much of the original 
radiation from the treatment source penetrates the interposed 
material can already be answered. Using the same radiation 
flux (~1 cal./cm.’/min.) we have deternfined the absorption in 
various materials of the radiation from a tungsten filament 
lamp (radiation maximum at ~1.5 ») and an electric fire (radia- 
tion maximum at~3 ,). In the following table the percentage of 
original radiation flux reaching the skin through the various 
interposed materials is given for these two sources. 








Source Lamp Fire 
Lint <a aS as os 31% 24% 
Blanket c, ad ov 25% 19% 
Cotton sheet ow oe “3 48% 30% 
Linen sheet < .. es a 44% 30% 
Towel 27% 22x 








It must be emphasized that these values are rough ones, 
indicating only the order of magnitude of the transmitted 
radiation flux. Nevertheless it appears from the results that 
the shorter wave-lengths have a somewhat greater penetration. 
Secondary radiation and heat conduction were excluded in these 
experiments.—I am, etc., 


Radcliffe Infirmary, Oxford. _K. MENDELSSOHN. 


Ovariotomy or Caesarean Section ? 

Sir,—Mr. Malcolm Donaldson (April 7, p. 495) rightly empha- 
sizes good antenatal treatment in the early months of pregnancy 
as the solution of this problem. This implies the attendance of 
the patient at the first opportunity; it is easier to diagnose 
ovarian cyst in the early months than in late pregnancy, and 
a complete examination must be made at the first visit, including 
pelvic examination. In the clinic with which I am associated 
both of these requirements are fulfilled. Uncomplicated cases 
are not booked after the sixteenth to eighteenth week and all 
new patients are examined bimanually. In 1944 there were 
1,275 bookings and six cases of ovarian cyst were seen. In 
each case ovariotomy or ovarian cystectomy was done. None 
of these patients suffered interruption of pregnancy as a result 
of the operation, and most of them have since been delivered. 
It is my opinion that the practice of removing ovarian cysts 
in early pregnancy is not widely followed because: (1) The 
diagnosis of symptomless ovarian cyst is made, as a rule, by 
bimanual examination and not by abdominal palpation alone. 
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Routine bimanual examination is often not done in hospital 
clinics, less often in child-welfare clinics, .and practically not at 
all in general practice. (2) There is an unfounded fear that 
ovariotomy in early pregnancy may cause abortion. Caverley, 
in 1931, reported an abortion rate of 11.4%, but from my own 
experience this figure appears to be too high. I have records 
of 18 cases without a single one of abortion. Progesterone 
is given before and after operation, and it may be that this 
safeguard explains the difference. 

With regard to ovarian cyst complicating labour, I feel that 
some mention should be made of vaginal manipulation directed 
towards dislodging the cyst.’ With anaesthesia and the 
Trendelenburg position it may be remarkably easy, and with 
reasonable care is not dangerous. Failure to displace the cyst, 
in my opinion, calls for lower-segment Caesarean section 
followed by ovariotomy, as with Bonney and Marshall I con- 
sider this treatment to be more humane and less risk to the 
patient.—-I am, etc., 

Sunderland. 


Francis J. BuRKE, M.R.C.O.G. 


“ Predisposition ” to War Neuroses 

Sir,—It is being emphasized with increasing frequency in 
articles on war neuroses, and taken very much for granted as 
an established fact-(e.g., S. I. Ballard and H. G. Miller, Journal, 
March 3, p. 293; L. Minski, Journal, March 31, p. 444), that 
predisposition to breakdown under war conditions can be cor- 
rectly estimated from the occurrence of nervous and mental 
illness in the family and personal history of the patient, and 
(Minski) from a poor work record. It is a matter of some 
importance to point out that this is largely assumption and is 
not justified in the present state of our knowledge. It may 
later be proved to be the case ; psychiatry would be a simpler 
science if the principle implied were confirmed, but it has cer- 
tainly not been substantiated. I have shown elsewhere, from 
my experience in the last war, that many individuals who had 
attacks of neurotic diserder and others with a bad family his- 
tory made excellent soldiers and sometimes won decorations for 
bravery. My experience in the present war has added further 
corroborative evidence to this observation. So far as a good 
work record is concerned, it may of itself denote freedom from 
actual breakdown, but it not uncommonly is, for example, an 
indication of obsessional over-conscientiousness and inferiority. 

Clearly, before the significance of family history and pre- 
vious nervous illness can be assessed, a control investigation 
will have to be undertaken to show what proportion of soldiers 
who have been stable and successful under active war con- 
ditions reveal such psychiatric incidents in their personal and 
family records.—I am, etc., 


London, W.1. FREDERICK DILLON. 


Once Again Barotrauma 


Sir,—I am indeed sorry for your reader who, interested in 
barotrauma, wishes to know more about it. He must by now 
be in a state of advanced bewilderment. After a good deal of 
controversy, he was told in an annotation (Feb. 10, p. 190) that 
the condition was definitely not inflammatory. Later, he may 
have read my letter (Feb. 24, p. 276) pointing out that if we 
accept your annotator’s well-founded opinion on the absence of 
inflammation, the term “ otitic ” is just as bad as the old “ aero- 
otitis,” now generally discarded as misnomer. He may later 
still (March 10, p. 346) have been pleased by the fairness and 
good sense of your annotator, who, stimulated by my letter, 
replaced “ otitic ” by aural. 

So far, so good ; but now it is all changed again! Air Cdre. 
Dickson in his recent letter (March 24, p. 423) expresses the 
view that whereas “ otitis ” implies something infective, “ otitic ” 
does not do so, and that there is enough inflammation to the 
condition to justify retaining the term “ otitic”’» anyway. More- 
over, up to now the reader has learned that actual rupture of 
the drum was a rather rare complication of barotrauma. The 
second paragraph of Air Cdre. Dickson’s letter suggests it to be 
of regular occurrence. What a wealth of diverging views! 

Duly influenced by the opinion of the R.A.F. expert, your 
reader will be apt to conclude that the process is an inflam- 
mation after all. The surprising part about this opinion is, 
however, that it is plainly at variance with the view of the 


—_— 


pathologist of the team, Wing Cmdr. Colin Campbell, who ; 



















































ance 
his address at the R.S.M. (Dec. 3, 1943) and as co-author gif time, 
Air Cdre. Dickson's paper (J. Laryng., 1943, 58, 483) made suey trade 
a convincing case for the absence of inflammation in the lesior la 
Has Wing Cmdr. Campbell failed to convince Air Cdre§ that 
Dickson? Or has he himself changed his opinion? 4 exists 
At least the issue now is clearly set: if the condition if all “ 
inflammatory, your annotator as well as myself are wrong, and etc., 
“ otitic” has the right to stand; if not, “ otitic” should g0 servic 
However, may I in order to cut short an argument which can allott 
only lead to “it all depends on what vou mean by inflam4 frater 
mation ” propose: if Air Cdre. Dickson would leave his “ acutey (1) to 
otitic,” I will drop the “ pressure syndrome,” and we all Meet, bine | 
with your annotator, on “aural barotrauma” from now for ol 
onwards. 
One more point. It is not only the name of the thing which wy 
is controversial. Clinically, too, barotrauma will continue to } SIR 
a problem as long as the essential preventive measure if : on 
neglected—i.e., to teach the airman to perform himself i. 
Politzer’s method. To train him in Valsalva’s experiment j a d 
unsatisfactory. Barotrauma starts when the Valsalva fails, oat 
The Valsalva fails soon, and as soon as it fails the mer bend 
attempt is harmful. For reasons beyond the scope of thi of to- 
letter, the unsuccessful Valsalva aggravates the block at the a n 
pharyngeal end of the tube, and is thus inducive to barotrauma financ 
The case for politzerization is that it will succeed in mos ti 
instances in which Valsalva fails, and that it can do no harm, Soe 
The scheme, with a suitable bag, is well practicable. I know aq a ia 
number of pilots as well as high-altitude passengers, whom, mat 
after barotrauma, I have taught to use the Politzer bag an¢ obl 
who have been clear ever since, and do not care to board ; a 
plane without it. Of course, Politzer’s method may not b are tl 
feasible for the fighter pilot forced to lose height suddenly in organ 
the pitch of battle, but I understand that the great majority of the pl 
cases arise out of much less momentous incidents. societ 
The routine use of Politzer’s method by the airman himself this la 
will prevent barotrauma, provided nobody suffering from a that ii 
cold or sore throat is allowed to fly—i.e., nobody in whom} .eif-in 
politzerization on the ground might be impossible or contraq « effic 
indicated. The Politzer bag should, I think, form part of ever I agre 
airman’s kit, and the instruction in its use a short (it takes only just b 
ten minutes) though integral part of his training. High-flying to cre 
civil aviation, too, should give the matter their attention. On believ 
most airfields a doctor is available. Politzerization should bg | 4, 
obtainable for those passengers whose ears feel blocked om j, oy, 
landing. It could be easily arranged for, to the immediate relief} fa).. ; 
and delight of the passengers and to the prevention of airborne} ine sa 
deafness. Sic finit barotrauma, until the pressure-conditionedi 4, . 
aircraft will make it altogether extinct—I am, etc., are, O1 
St. James’ Hospital, S.W.12. A. B. ALEXANDER. § of bot 
been 1 
Sirn,—Air Cdre. E. D. Dalziel Dickson’s letter (March 245 °Y@TY 
p. 423) and that of Dr. R. M. S. Matthews (March 31, p. 458% © Worce 
prompt me to submit another term for the condition whic 
they call “otitic barotrauma ”—namely, “ anisobaric otitis.’ 
“Inflammation,” as Air Cdre. Dickson states, is an inevitabl 
sequel of the forces producing the disability, and because thi SIR,- 
is the most impoftant sign, varying in degree from ‘slighi radiog) 
capillary dilatation to that associated with rupture of the ear the aut 
drum, “ otitis” is reasonably descriptive of the condition, whatg scheme 
ever the qualification attached to it. “ Anisobaric otitis” ig {om t 
euphoniously self-explanatory—an inflammation of the true sc 
caused by unequal air pressures applied to it. Like “otitig Tniatt 
barotrauma,” it is wholly Greek in derivation.—I am, etc., co 
T. A. JAMES. § ine a 
intervie 
whethe 
Shall We Nationalize Medicine ? whethe 
SirR,—In your issue of April 7 (p. 497) Lord Horder asks§ who ha 
“Shall we nationalize medicine?” If we had to choose ong of this 
of two alternatives: “Shall we nationalize medicine?” % Earl 
“Shall we commercialize medicine? ” I wonder which Lol corresp 
Horder would consider the lesser evil? but or 
Since the last war-medicine has undoubtedly, to a very gre authori 
extent, been commercialized. In places it has become a sit Force), 
commercial “ramp,” and with the almost complete disappél there 2 
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ance of etiquette, as it was understood in my grandfather's 
the relationship between large numbers of the “ medical 
trade” has become shocking. : reign 

I am open to correction, but I believe I am right in saying 
that the friendly spirit of co-operation and good will which 
exists to-day between Service members of the profession, where 
all “ cut-throat ” competition and commercialism, fee-hunting, 
etc., are removed, suggests that in a first-class State medical 
service (in which each one of us had an assured position and an 
allotted task) better relationships might exist among the medical 
fraternity than is the case to-day. We might even then learn 
(1) to unite, (2) to cease fighting one another, and (3) to com- 
bine in order to work constantly for improved conditions both 
for ourselves and for our patients.—I am, etc., 


Hassocks, Sussex. CHARLES A. H. FRANKLYN. 


Sir,—Lord Horder (April 7, p. 497) says the word “ politics ” 
is used in two senses—namely, civil administration and partisan 
influence. I agree. Are not these two senses better under- 
stood if we read “ efficiency ” for civil administration and “ self- 
interest” for partisan influence? By “efficiency” I under- 
stand the most efficient service possible under the circumstances 
of to-day—i.e., having regard to medical personnel available, 
the number and distribution of persons to be cared for, the 
financial and other resources, etc. Medical efficiency is a 
practical problem. By “ self-interest’ I mean the economic, 
professional, and other self-regarding interests that actuate 
all social groups, like the “profession,” the “people,” the 
“State,” etc. Medical interests constitute a highly emotional 
problem. 

On this basis it would seem that the questions to be asked 
are two: (1) How can the profession of medicine best be 
organized to give the “most efficient” service? (2) How can 
the profession and other “‘ groups” learn to put the interests of 
society before and not after their “self-interests”? To ask 
this last question is not to answer it. I agree with Lord Horder 
that if we create a service into the conduct of which partisan 
self-interest can easily be injected, then no matter how 
“efficient” that service may be, it will soon be a bad service. 
lagree with Prof. Ryle that to oppose alterations in the service 
just because self-interest seems to dictate opposition would be 
to create a most serious crisis in the profession (of course, we 
believe we shall never do that!). 

I am sure we ought to seek to separate these two questions 
in our minds and take care not to think about them on the 
false assumption that administration and partisanship are both 
the same thing—namely, “ politics.” 

As a G.P. I believe that the proposals advanced by the B.M.A. 
are, on the whole and in general, the best and soundest solution 
of both the practical and the emotional problems that has yet 
been made. Thoughtful practitioners should support them in 
every possible way—political and otherwise.—I am, etc., 


” Worcester. Howarp E. Cottier. 


Civilian Mass Radiography 
Sir,—Let us hope that your leading article on civilian mass 
radiography (April 14, p. 521) will receive proper attention from 
the authorities who are to be entrusted with the launching of this 
scheme. One has been accustomed to regard reports issuing 


«from the Medical Research Council as bearing the stamp of 


true scientific authority ; but in their recent report on mass 
miniature radiography one’s trust is rudely shaken. It seems 
almost unbelievable that the M.R.C. should recommend that, 
to quote the words of your leading article, “in doubtful cases 
the medical directors of the unit must often decide from one 
interview and radiograph” (the italics are mine) “not only 
whether the subject has pulmonary tuberculosis, but also 
whether the disease is active.” As you rightly observe, “ anyone 
who has had experience in a chest clinic will realize the absurdity 
of this suggestion "—and also, might I add, the danger. 

Early symptomless tuberculosis has been the subject of 
correspondence and criticism on several occasions in the past, 
but once a novel measure has caught on with the public 
authorities (in this case the Services—Navy, Army, and Air 
Force), it is apt to run riot. In the Journal of Aug. 24, 1940, 
there appeared an article on mass radiography by Lieut.-Col. 


E. L. Cooper, Assistant Director-General of Medical Services, 
Australia, which evoked letters criticising his conclusions. A 
letter from Sir Henry Bashford (Sept. 21, p. 395) ended with 
these words after acknowledging the value of mass x-ray 
examination of recruits for the Army: “ But it is profoundly 
to be hoped, if the process is to be extended to the normal 
school, industrial, and social lifé of the country, that the utmost 
care will first be taken to learn and assess what is in fact 
prognostically significant in these x-ray findings ; and to avoid 
unnecessarily labelling and perhaps segregating—with possibly 
dire psychological consequences . . . new hosts of young men 
and women as cases of pulmonary tuberculosis.” There was also 
a warning letter from J. F. Brailsford (Oct. 5), a radiologist of 
repute. In a letter (Nov. 2) I ventured to call attention to the 
wise words with which Lieut.-Col. Cooper himself had con- 
cluded his article: “This paper must close upon a note of 
caution. There has been much criticism of the microradio- 
graphic method of diagnosis... . It is not the opposition 
which is to be feared . . . ; a greater danger is that of the too 
ardent advocate. ... No one should be labelled tuberculous 
on the unsupported evidence of a 35-mm. film,” to which I 
added with some trepidation, “nor even... on the unsup- 
‘ported evidence of a full-size film.” 

In the Journal of May 8, 1943 (p. 565), the subject was again 
revived, in the form of a review of the results of mass radio- 
graphy of 7,500 cases in the R.A.F. by Fl. Lieut. A. G. Evans, 
which again drew letters of criticism from J. F. Brailsford and 
Z. P. Fernandez (June 19, p. 770). In July of the same year 
correspondence on symptomless early tuberculosis in which the 
diagnosis was based solely on x-ray evidence again became the 
subject of discussion, following an article by Margaret C. 
Macpherson, of the Research Department, Brompton Hospital 
(July 24, p. 98), who advocated treatment of such cases in 
adolescents by artificial pneumothorax. Letters criticizing this 
view followed from A. Niven Robertson (Sept. 18), Price 
Williams and F. R. Walters (Oct. 9), and from myself (Nov. 13), 
when I ventured to put the following as the critical question to 
be answered: “Can x-ray examination alone prove the existence 
of a tuberculous focus in its earliest phase in the absence of all 
clinical signs and symptoms? ” I went on to say: “We have 
been told by expert radiologists recently that though a shadow 
may be definitely diagnosed as tuberculous in origin, it is often 
impossible to say whether it indicates active or merely 
obsolescent tubercle, and that a shadow seen to-day may be 
gone a few weeks later.” 

These criticisms all came from men who had special 
experience in tuberculosis work. Of one thing I feel sure: 
mass radiography, unless under the control of both experienced 
clinicians and experienced expert radiologists equipped with 
first-class apparatus, will result in the addition of large numbers 
to the ranks of those unfortunates who have ‘been wrongly 
labelled tuberculous.—I am, etc., 


Southborough, Tunbridge Wells. E. WEATHERHEAD. 


Final M.B. of London University 

Sir,—I fully concur with what has been-said by Dr. D. S. 
Porter (March 3, p. 310) and Dr. H. B. Hewitt (March 17, p. 387) 
about the new regulation for the Final M.B. of London 
University, and wish to support whole-heartedly their appeals. 

I am among those unfortunates who have been “ bunkered ” 
in Part III by the old regulation during the war. Why the new 
regulation should apply only to those candidates who are now 
beginning to sit their finals and not to their wartime predecessors 
is beyond my comprehension. If anything, it should be vice 
versa! The general atmosphere and conditions prevailing now 
(and for some time past) are certainly more conducive to 
preparation for and sitting an examination than they were 
earlier in the war. 

Obviously, the regulation is grossly unfair, and it would 
indicate some consideration for those of us in the Forces if it 
were extended to include the earlier wartime candidates. ] 
should be most grateful if you would publish this letter, and 
I sincerely trust that’ the authorities concerned will give the 
matter their serious consideration.—I am, etc., 


TREVOR DAvViIEs, 
Surg. Lieut., R.N.V.R 
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SiR JAMES BARRETT, K.B.E., C.B., C.M.G., 
LL.D., M.D., M.S., F.R.CS., F.R.A.C.S. 

The death of Sir James Barrett, briefly announced last week, 
removes an outstanding figure from the profession in Australia 
who gained distinction in many fields of endeavour. No one 
played a more active and pervasive part in the modern develop- 
ment of Melbourne in its educational, medical, and public 
affairs. He was consulting surgeon to the Victoria Eye and 
Ear Hospital, consulting oculist to the Royal Australian Navy, 
and honorary secretary of, and a leading spirit in, the Victorian 
Bush Nursing Association. He presided over the Annual Meet- 
ing of the B.M.A. in Melbourne in 1935 and a year later was 
elected Chancellor of the University, after holding office as 
Vice-Chancellor since 1931. 

James William Barrett was born on Feb. 27, 1862, eldest son 
of James Barrett, M.D., a native of Banbury, Oxfordshire, who 
qualified in medicine in London, and after acting as doctor on 





an emigrant ship to Melbourne, 


remained there ahd became 
physician to the Alfred Hos- 
pital. J. W. Barrett began his 
educ&tion at Melbourne Gram- 
mar School and matriculated at 
the University at the age of 15. 
After graduating M.B., B.S., 
and two years as R.M.O. at the 
Melbourne Hospital, he came 
to England, took the M.R.C.S. 
in 1884, and’ during the next 
two years worked as demonstra- 
tor in physiology at King’s 


tant at Moorfields Eye Hospital, 
and assistant surgeon to the 
Western Ophthalmic Hospital. 
He had passed the Final 
F.R.C.S. examination, but could 
not be granted the diploma 
before his 25th birthday. On 
returning to Melbourne Barrett proceeded to the degrees of 
M.D... and M.S., became demonstrator of physiology in the 
medical school of the University, and soon after arrival was 
appointed to the visiting staff of the Victoria Eye and Ear 
Hospital ; he resigned that post in 1913 on accepting election 
as ophthalmologist to the Melbourne Hospital. For many years 
he lectured on the physiology of the special senses in the 
University. 

During the early part of the last war he served as A.D.M.S., 
Australian Forces in Egypt, and then as consulting oculist and 
aurist to the Egyptian Expeditionary Force with the rank of 
lieut.-colonel, first in the A.A.M.C., later in the R.A.M.C. His 
valuable war services were recognized by the award of the 
Order of the Nile (3rd Class) in 1916, and the K.B.E. and the 
C.B. (Military Division) in 1918; he had received the C.M.G. 
in 1911. After the end of the war he became consulting eye 
specialist to the Royal Australian Navy and oculist to the 
Royal Victorian Institute for the Blind and to the Marine Board 
of Victoria. In 1927 he was a founder and original Fellow of 
the Royal Australasian College of Surgeons. 

Sir James Barrett’s extra-professional interests were remark- 
ably wide and varied ; a list of the presidencies and chairman- 
ships he had held would take up many lines of print. There 
seem to have been few good causes or public enterprises in 
Victoria, or indeed in the Commonwealth, which went without 
his active support. His pen was never idle. Many of his 
articles on public health, education, electoral reform, and 
Imperial and Australian politics were written for the Melbourne 
Argus and afterwards reprinted in two volumes. His informal 
reminiscences appeared seriatim in the Melbourne Herald in 
1938. . Twenty years earlier he published two books—Twin 
Ideals : An Educated Commonwealth and The Australian Army 
Medical Corps in Egypt, the latter written in collaboration with 
Lieut. P. E. Deane. In 1919 Barrett published War Work in 
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_ College, London, clinical assis- 


far 
the Y.M.C.A. in Egypt and A Vision of the Possible: Wha the 
R.A.MC. Might Become; he also wrote The Diary of 4p 
Australian Soldier and Save Australia. He represented the 
B.M.A. in Australia at the Winnipeg Annual Meeting in 1939 
and on the occasion of receiving the honorary degree of LL.D. 
from Manitoba University it was said at the Congregation: 
“His writings, which have been extensive, deal in great part 
with medico-soc‘ologic and medico-military problems. Eminent 
as a surgeon, soldier, author, and philanthropist—a great 
Australian whom a sister Dominion delights to honour,” Hig 
Presidential Address at the Melbourne Annual Meeting was an 
interesting and suggestive statement of hospital problems as 
they presented themselves in Australia and New Zealand, in 
which he drew illuminating and instructive parallels and cop- 
trasts between the hospital systems in those two Dominions 
and in Great Britain. He had something of real value to say 
to.the visiting members, and said it with clarity and emphasis, 


E. LAMING EVANS, C.B.E., M.D., F.R.CS. 


We regret to announce the death on April 6 at Sidmouth 
of Mr. Evan Laming Evans, emeritus surgeon to the Royal 
National Orthopaedic Hospital, consulting surgeon for ortho- 
paedic cases to the West End Hospital for Nervous Diseases, 
and consulting orthopaedic surgeon to the British Postgraduate 
Medical School, Hammersmith. 

He was born on Sept. 3, 1871, youngest son of Worthington 
Evans, and was educated at Eastbourne College and Trinity 
College, Cambridge, where he graduated B.A. in the Natural 
Sciences Tripos of 1892. He took his clinical course ‘at St. 
Bartholomew’s Hospital, and after qualifying as M.B., B.C 
Cantab. in 1896 was house-surgeon there, and won the Raymon 
Horton-Smith Prize for his M.D. thesis in 1901. During the 
South African War he served on the medical staff of the Welsh 
Hospital, receiving the Queen’s Medal with three clasps, and on 
his return to civil life made orthopaedic surgery his career. He 
was for many years a member of the visiting staff of the Royal 
National Orthopaedic Hospital and surgeon to the Royal 
Surgical Aid Society, consultant to the Industrial Home for 
Crippled Boys and to King Edward’s Hospital, Ealing. 

Laming Evans joined the B.M.A. in 1896, was vice-president 
of the Section of Orthopaedics at the Bradford Meeting in 1924, 
and president of that Section when the Association met at 
Winnipeg in 1930; he was also a past-president of the Ortho- 


paedic Section of the Royal Society of Medicine and of the. 


Harveian Society of London. He was created C.B.E. in 1920. 
His published writings were all on orthopaedic subjects and 
included an essay on astragalectomy for the Robert Jones 
Birthday Book and a paper on late results of the manipulative 
treatment of congenital dislocation of the hip, printed in the 
British Journal of Surgery. His elder brother, the Right Hon. 
Sir Laming Worthington Evans, Bt., who died in 1931, held a 
succession of Ministerial posts in the Government and was 
Secretary of State for War for two periods. 


Mr. A. Rocyn Jones writes: 

With the passing of E. Laming Evans almost the last link between 
two periods of orthopaedic surgery is removed. He began his 
training in orthopaedics at the old Royal Orthopaedic Hospital in 
Hanover Square—the building itself has long since disappeared— 
and in a day when most of the work of an orthopaedic surgeon 
consisted in manipulation and tenotomy, for the attack on deformity 
by open operation had scarcely begun. Indeed, he was fond of 
relating with what patience his masters would unfold an intractable 
club-foot, only calling to their aid the ingeniously contrived Scarpa 
shoe—a splint which is but a name to-day and is undeservedly dis- 
carded. He witnessed the wide extension of orthopaedic surgery 
and took a hand quite early in the development of its operative 
procedures. But to the end He retained the impress of his eatly 
training, for he would, by patient repeated manipulation alone, 
produce an astonishingly good correction of a badly deformed foot 
where a less-disciplined junior would seek relief by open section. 
The same capacity was manifest in his treatment of congenital dis- 
location of the hip, where by manipulative skill and meticulous 
after-care he produced results which were unsurpassed. In open 
operations he was careful but not adventurous, although he took 
a boyish delight in practising any new procedure; ‘and his ¢h 
thusiasm never waned. He achieved a peculiar success with 
Whitman’s operation for the difficult paralytic calcaneo-cavo-vé 
disability: his results were so consistently good that he adhered t0 
this operation when it had lost favour with other surgeons. 
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J s a surgeon more conscientious in the discharge of his 
sail duties —he was chairman of the medical board for several 
er end especially in the operative treatment and after-care of 
- tients. It was perhaps because of this devotion that he was 
“ be ruffled by the occasional perverse indifference of someone 
oh trying to help; in such a mood he could be formidable. 
the Royal National Orthopaedic Hospital was 
nt testimony to the high regard for his work, and many of 
BP esuse-aurgeons will read of his passing with deep regret and 
will reflect upon how much they owe to him for guidance in the 
principles of orthopaedics. 
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A. W. SHEEN,’ MS., F.R.C.S. 
Prof. G. GREY TURNER sends the following tribute . 


The death of Prof. A. W. Sheen of Cardiff when in full work 
in his 76th year will be very much regretted by his many friends, 
for he was a man of striking personality with a great gift for 
companionship. During the earlier part of his career he was 
particularly interested in those conditions which are likely to be 
met with among the population of an industrial area, and, like 
other surgeons, was trying to evolve the best and most practical 
technique. With his experience of operating in the homes of the 
people and in the smaller hospitals, he had a good deal to do 
with the development of surgery in South Wales. During the 
1914-18 war he commanded the 34th (Welsh) General Hospital, 
first at Netley and later in India. In that capacity his experience 
with the Imperial Yeomanry Field Hospital in the South African 
War stood him in good stead. At the end of hostilities Sheen 
acted as consulting surgeon to the war hospitals of India and did 
much for the rehabilitation of the wounded. This question con- 
tinued one of his great interests and afterwards he’ did much to 
promote its study in connexion with industrial injuries. After return- 
ing to this country Sheen settled for a time in London, where 
among other activities he worked at the Shepherd’s Bush Ortho- 
paedic Hospital. But his most fruitful period began when he . was 
chosen professor of surgery and director of the surgical unit of the 
Welsh National School of Medicine in Cardiff. His work there 
lay very largely in the organization of the new venture. As pro- 
fessor he was very active and strove hard to justify the creation 
of the special surgical unit at the Cardiff Infirmary. The early 
days were troublous; but, as a result of his clear conception of 
the course that was in the best interests of the development of such 
a school and his determination and tenacity, he did a very valuable 
piece of work. Though in this direction he earned such a credit- 
able record it can only be known to a few that his plans for the 
future were on the grand scale. 

Sheen was never satisfied with anything but a very high standard 
of endeavour. Some years before the war he inspected the surgery 
examinations in the University of Durham, and all were impressed 
by the thoroughness which he brought to that task. In private 
life he was most hospitable and loved to entertain those associated 
with the work of the department of surgery, and the outside 
examiners especially will remember the delightful time when they 
were guests in his house. He was very systematic and painstaking 
and master of university routine, though he sometimes inveighed 
against the restrictions and narrowness of traditional practice. 
Sheen was fond of travel and was always welcome on the visits of 
the Moynihan Club and at the congresses of the International 
Society of Surgery. But above all else he loved companionship, 
was a good talker, told a story with due emphasis, and always had 
a ready jest to point a moral. He was very kind to young people 
and fond of little children. Sometimes a rather brusque dictatorial 
Manner was repellent, or his breezy style gave the impression of 
flippancy, but these were only poses which disguised sincerity and 
a generous warm heart. 


The following well-known medical men have died abroad: 
Dr. Sokrates Lacoupakis, the eminent leprologist, at Alexandria, 
aged 82; and Dr. GrazEME Monroz HaMMonD, who had been a 
leading New York neurologist, aged 86. 
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USSR. Society for Cultural Relations with Foreign Countries, 
consists of a number of short articles of professional interest, and 
makes two announcements. One is that the Saratov Institute 
“Microbe” recently marked its 25th anniversary. This institution 
's Carrying on scientific work in microbiology and epidemiology in 
the south-east of the U.S.S.R. With its practical work, which con- 
‘ists in promoting and combating epidemics, the Institute combines 
&xtensive scientific research and the training of medical and sanitary 
officers in the control of malignant infections. The other announce- 
ment is of the 70th birthday of .'rof. Nikolai Semashko, director 
of the department for organizing health protection and general 
hygiene at the Ist Medical Institute in Moscow, and also chief 
executive officer of the U.S.S.R. Hygiene Society. 

























Universities and Colleges 








UNIVERSITY OF ABERDEEN 


The University’ Court on April 11 was informed that the King ‘had 
approved an Order in Council for the establishment of the Crombie 
Ross Chair of Mental Health in Aberdeen University. Gifts of 
£10,000 from the Crombie Ross Benevolent Fund and £5,000 by 
Dr. John A. Ross for the foundation of this Chair were announced 
in 1944, 

At a graduation ceremony on March 29 the following medals and 
prizes won in the Faculty of Medicine were awarded: 

Chanock Gold Medal in Anatomy: James B. Johnston; proxime accessit, 
Alexander J. Watson. Dyce Davidson Gold Medal in Materia Medica: 
Douglass W. Taylor. Fife Jamieson Memorial Gold Medal in Anatomy : 
Gordon L. Ritchie and Alexander J. Watson (equal) ; proxime accessit, James 
B. Johnston. Lizars Gold Medal in Anatomy: James B. Johnston; proxime 


accessit, Gordon L. Ritchie. Struthers Gold Medal and Prize in Anatomy : 
Gilbert F. Hamilton, M.B., Ch.B. 


UNIVERSITY OF EDINBURGH 
At the graduation ceremonial on Jan. 20 the degree of M.D. was 
conferred, in absentia, on Lieut.-Col. J. M. Matheson, R.A.M.C. 
Through a printer’s error the name appeared as J. M. M. Batheson 
in the Journal of Feb. 3 (p. 169). 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL ‘OF MEDICINE 
The following candidates have satisfied the examiners at the examina- 
tion indicated : 

M.B., B.Cu.—Surgery : W. H. Beasley, B. L. Crystal, G. K. Davies, Hannah 
P. Evans, L. A. J. Evans, M. Evans, Joan Guy, P. G. Jagger, Jane W. James, 
W. J. Jenkins, D. G. Jones, D. R. Lewis, Joy A. MacGregor, Barbara D. S. 
Marshall, J. Matthews, D. B. Price, Gwladys M. Sewart, Glenys M. Thomas, 
D. Tooms (with distinction), L. L. R. White, Catrin M. Williams, D. M. 
Williams, Roberta Williams, W. O. Williams. Obstetrics and Gynaecology : 


A. J. Barry, E. M. L. Evans, W. J. Jenkins, D. O. Lewis, Isobel F. A. 
Mitchell. 


ROYAL COLLEGE QF SURGEONS OF ENGLAND 

At a meeting of the Council of the College held on April 12, with 
the President, Sir Alfred Webb-Johnson, in the chair, the following 
were elected Fellows under the Charter which permits the Council 
to elect annually to the Fellowship, without examination, two 
Members of 20 years’ standing: H. Guy Dain, M.D., Chairman 
of Council, British Medical Association, and Brig. Harry Stobie, 
Professor of Dental Surgery in the University of London and Dean 
of the Royal Dental Hospital. 

Mr. R. P. Scott Mason was elected a member of the Court of 
Examiners for three years from May 10. 

The Jacksonian Prize for 1944 was awarded to Lieut.-Col. Kenneth 
W. Starr, F.R.C.S., for his essay on the causation and treatment 
of delayed union of fractures. of the long bones. The subject for 
the prize for 1946 will be “Traumatic Aneurysm.” Mrs. Lilian 
Lindsay, L.D.S., Librarian of the British Dental Association, was 
awarded the John Tomes Prize for 1942-4 for her outstanding 
research work in the bibliography of dental science. The first award 
of the Begley Prize was made to Peter Charles Conlon of the London 
Hospital. 

It was decided to institute two courses a year of lectures on sur- 
gery, beginning in the autumn of 1945. Lecturers will be selected by 
invitation. Fellows and Members of the College will be admitted 
free and there will be an admission fee of two guineas for others 
for each course of 12 lectures. 

The Council confirmed its previous intention to grant a higher 
diploma in dental surgery, which will be subject to obtaining power 
to revise the Charters. It is proposed to entitle the diploma 
‘** Fellowship in Dental Surgery.” 

Mr. Eardley Holland was re-elected the representative of the 
College on the Central Midwives Board, and Air Vice-Marshal 
Geoffrey L. Keynes was nominated for reappointment as an external 
examiner in surgery for the Faculty of Radiologists. 

Diplomas of Membership were granted to W. McC. Anderson, 
D. J. Atherton, and R. S. Jones. 

Diplomas in Child Health were granted jointly with the Royal 
College of Physicians of London to the following’ successful 
candidates : $ 

Gwiladys V. S. Aldridge, Florence H. Auckland, Annie C. Brown, E. A. 
Cachia, Marjorie E. Claye, Kathleen M. Corbett, P. D. A. Durham, P. G. Finch, 
J. H. Gibson, H. McC. Giles, D. B. Jelliffe, E. Kost, Josephine ‘M. Lord, 


Katleen M. Miller, Dorothea B. I. Montgomerie, Moira K. E. Reaney, D. C. 
Thursby-Pelham, E, Tuckman. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
The following have been elected to the Fellowship of the College: 
G. S. Adam, Caroline A. Elliott, E. A. Gerrard, A. M. Hill, J. J. 
Kearney, R. J. Kellar, Alice M. Kenny, W. K. McIntyre, B. T. 
Mayes, H. K. Pacey, F. Stabler, F. R. Stansfield, G. A. Thompson. 
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The following have been awarded the Diploma of the College: 
Isabel H. M. Blyth, J. T. Carson, H. J. A. Conte-Mendoza, G. K. 
Emsley, J. L. Farmer, J. J. Handler, D. Heap, A. Henderson, 
M. Hutchinson, W. Johnston, E. E. Jones, Kathleen Lawrence, 
Betty J. Poland, D. B. Stewart. 








The Services 








Capts. R. Mcllwraith. and J. A. Tulloch and Lieuts. S. W. 
Pleasants and D. Train, R.A.M.C., have been awarded the M.C. 
in recognition of gallant-.and distinguished services in North-West 
Europe. 

Major (Temp.) P. C. Mitchell, R.A.M.C., has been awarded the 
M.C. in recognition of gallant and distinguished services in Italy. 

The President of the U.S.A. has awarded the Soldier’s Medal to 
Capt. J. McLean, R.A.M.C., in recognition of distinguished services 
in the cause of the Allies. 

The Order of the Star of Nepal, Fourth Class, has been conferred 
upon Capt. Barnett Freedman, R.A.M.C. (since died), by His High- 
ness the Maharaja in recognition of distinguished services in the 
cause of the Allies. 

The Efficiency Decoration has been conferred upon the following 
officers of the Territorial Army: Lieut.-Col. (Temp. Col.) A. O. 
Bekenn, O.B.E., R.A.M.C., T.A.R.O.; Majors (Temp. Lieut.-Cols.) 
G. A. Kane, C. F. Mayne, O.B.E., J. E. Morrison, and W. Morrison, 
M.C.; Majors L. J. Beynon, E. S. Kirkhouse, and G. B. Matthews ; 
and Capt. N. W. Kidston, R.A.M.C. 

The following appointments have been announced in recognition 
of meritorious services: 

O.B.E. (Military Division).—Lieut.-Cols. (Temp. Cols.) J. Rannie, 
T.D., and S. J. L. Lindeman, M.C., R.A.M.C. 

M.B.E. (Military Division)—Major (Temp. Lieut.-Col.) T. N. 
Hart, and Capt. (Temp. Major) J. W. Campbell, R.A.M.C., T.A.; 
Capt. Marguerite E. M. Day, R.A.M.C. 


Freed by U.S. Forces——Capt. A. Farquhar, R.A.M.C. 
Repatriated——Major D. L. Charters, .R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed in action—Lieut. Frederick William Marshall Greaves, 
R.A.M.C. 

Accidentally killed in India—Capt. Christine Mary Edmonds, 
R.A.M.C. 


NAVAL MEDICAL COMPASSIONATE FUND 
A meeting of the subscribers to the Naval Medical Compassionate 
Fund will be held at the Medical Department of the Navy, 64, St. 
James’s Street, S.W.1, on Friday, April 27, at 3 p.m., to elect six 
directors of the fund. 








Medical Notes in Parliament 








National Health Service 


On April 12 Dr. SUMMERSKILL asked what purpose had been 
achieved by issuing the White Paper on the health services 
in view of the fact that Mr. Willink, in response to representa- 
tions from the B.M.A., proposed an alternative structure 
fundamentally different from that outlined in the White Paper. 
She further asked why the proposed salaried medical service 
operated from health centres and offering a new advance in 
medical practice had been dropped at the request of the 
B.M.A. Dr. Summerskill also asked what was the purpose 
of the experimental health centres contemplated in the alter- 
native proposals to those contained in the White Paper, in view 
of the fact that they would provide accommodation from which 
doctors could conduct private practice more conveniently but 
on the same terms and lines as those practising from their 
homes. Mr. WILLINK answered these three questions together. 
He said he welcomed the opportunity to clear up misunderstand- 
ing on the matter. The proposals in the White Paper were 
for discussion before the Government decided on the terms of 
draft legislation. Discussion was invited with all the major pro- 
fessional and other organizations affected, and this had been 
and was still taking place. In the course o° it various possible 
modifications of the detailed proposals had been discussed by 
Mr. Johnston and himself. Soon Mr. Johnston and he would 
consider with their colleagues some of these alternative methods 
of achieving the White Paper’s objective, which was a compre- 
hensive service of health for the nation. The Government 
would have then to decide whether these or any of them were 
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desirable alternatives. Before informing the 
= Be - — —— alternatives, the v 
1ons—medical, dental, voluntary hospital, loc ; 
were considering, on reports from their veorenentnaa also gl 
took part in the talks, thé matters which had been disc shee Psict 
To some of those reports or to varying rumours about Mall quality 
reports recent references had been made. When the view eee 
the different organizations were available the Gover = 
would decide upon the content of draft legislation for pn it 
mission to the House. Discussion of much detail which Be mete 
not need to be included in the Bill itself would go on oe easty 
then the three stages of the procedure originally laid dows ees 
the White Paper, discussion of the White Paper, and pce 05% « 
preparation of draft legislation—were being adhered to me pe 
objects of this second stage had been those which were clea iy ead 
set_out in the introductory paragraphs of the White Pa a. “= 
Dr. SUMMERSKILL suggested that the B.M.A. and onal Phe 
medical organizations had already thrashed out every question itain 
of principle with the Ministry. Did not the report, which had a 
been published and was in the hands of every doctor and of joa da 
many lay people, alter every principle laid down in the White Lg we 
Paper? Mr. WILLINK said Dr. Summerskill was under a com: gy 
plete misapprehension. The White Paper afforded a new focus isi 
for discussion, particularly after it had been discussed in the er 
House of Commons. No report had been published, Every ons 
copy was marked “Not for publication.” Dr. Summerskiij eéuld 
a ae — she — “ —s having been dropped ws ove! 
e Government as a whole had not considere 
of these negotiations. the outcomefcow wa 
_Dr. RussELL THOMAS suggested that Mr. Willink had changed 
his mind on realizing that Parliament had no mandate tof The | 
enslave a free profession. Mr. MCNEIL asked whether the jin Gre 
Government had indicated to the B.M.A. that the proposals §countric 
they were now discussing were acceptable to the Government Medical 
as a basis for negotiation. Mr. WILLINK repeated that Mr pof. milk 
Johnston and he had not discussed with their colleagues The Co 
the outcome of these negotiations. His statement did not mean § Council 
that he himself was dissatisfied with the conclusions reached by #dairy c 
Mr. Ernest Brown. ideal cc 
_ Mr. Peruick Lawrence asked if Mr. Willink had given any passing 
indication to the medical authorities that he himself would §The inc 
support these proposals with his colleagues in the Government, {but was 
Mr. WILLINK said that in discussions of this kind he would not §nearer 
express an attitude to any proposals which might embarrass the fput at 
Government’s ultimate decision on them. this dis 
Mr. SHINWELL said members of the B.M.A. had stated areas of 
that their interpretation of their discussions with the Minister§ Relati 
led them to conclude that he had made certain concessions, Jeradicat 
or had agreed to put modifications before his colleagues in the diseases 
Government. Mr. WILLINK said he had no knowledge of what these w 
statements had been made by members of this large Association. fand the 
Dr. SUMMERSKILL gave notice that she would raise the subject $200,000, 
on the adjournment at the first opportunity. Later Mr.ffgested < 
GREENWOOD asked the Government to. arrange for a Whitegcountry 
Paper to be issued showing the departures made from theBand an i 
White Paper which had been discussed and approved by thefnot clea 
House. He also asked for a free and open discussion on thegnot be a 
matter before the B.M.A. conference at the beginning of May. free St 
Mr. MCENTEE asked why a paper marked “ Not for publica- from att 
tion,” and not made available to the House, had been sentgherds; | 
out by the B.M.A. abortion 
_ Mr. EDEN said this last question was not within his jurisdic-gpresent | 
tion. As regards Mr. Greenwood’s question, no conclusionsgafeas an 
whatever had been reached as the result of the conversations service, 
since the House debated the White Paper. If conclusions wertg Lord | 
reached, they would have to be considered by the Cabinet andgduced ty 
after that a report made to the House. At this stage theygagainst c 
were purely exploratory, and members of the Cabinet weregthe Prov 
entirely unaware of them. Mr. GREENWooD, while acceptingSaid the 
these assurances, said tentative conclusions had leaked out allgwell the; 
over the country and in every hospital. He still: thought @pf the c 
White Paper should be issued to the House. Mr. Eben saidfnad beer 
no abnormal procedure had been followed. Conversationghandling 
had been going on not merely with the B.M.A. but with locaiBheds wh 
authorities as well. The first stage was that the Governmen{tvery mii 
must be made aware of the situation and must come to itands of 
decisions. It would then consider how most fairly to presentflid not 1 
its conclusions to the House so that the House might have 3 
fair and full opportunity to express itself. 


Pure Milk 


Lord BLEDISLOE in the House of Lords on April 11 aske@fne farn 
what the Government was doing to augment the pumghan for 
milk output; whether they agreed that mastitis, contagie had been 
abortion, sterility, and Johne’s disease involved a yearly underput all p 
production of 200,000,000 gallons of milk, and whether remediiiind purit 
measures capable of immediate application were contempiajor dis 
plated. He said he was pleased that for the first time f¥fe could 
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a 
representatives of the Ministry of Agriculture and of the Ministry 
of Health would both speak in an agricultural debate. He was 
also glad that Lord Moran, President of the Royal College of 
Physicians, would take part. Lord Bledisloe asserted that in 
yality of milk supply, individual consumption of milk, yield per 
cow, bovine disease, veterinary treatment, and the numbers and 
ualifications of veterinary surgeons, Great Britain compared 
unfavourably with most other civilized countries. The problem 
needed to be tackled at its source, which was animal disease. 
Nearly half the cattle in the country were affected with 
tuberculosis and reacted to the tuberculin test, although only 
05% of the cows gave milk containing bovine tuberculosis 
germs. It would be serious if all cattle reacting to the tuberculin 
test were slaughtered, as in the United States. All the diseases 
he had named were, in the opinion of veterinary surgeons, 
preventable. i ; 

There were approximately 3,000,000 dairy cattle in Great 
Britain with an average annual yield of 500 gallons. The pre- 
war human consumption of milk per head was 0.45 of a 
pint daily. It was now 0.58 of a pint, an increase of 30%. 
The well-to-do had consumed less, the very poor had consumed 
more, and the balance of the increase had been due to the 
National Milk Scheme. He suggested that the lowest target 
to aim at was 0.75 of a pint daily with rather more for children 
and nursing mothers. On that basis the national consumption 
would be over 2,000,000,000 gallons per annum, the product 
of over 1,000,000 additional cows. At present the yield per 
cow was lower owing to lack of feeding concentrates. 































Disease in Cattle 


The human consumption of milk and the bovine milk yield 
in Great Britain were low by comparison with other 
countries. The Survey Committee of the National Veterinary 
ernment Medical Association had declared in 1940 that the “ wastage 
hat Mr. pof.milk caused by disease among dairy cattle was colossal.” 
leagues @The Committee on Cattle Disease of the Economic Advisory 
ot mean #Council had asserted in 1934 that the milking life of a 
ched by #dairy cow was only half what might be expected under 

ideal conditions. That committee said that 58% of the cows 
ven any @passing out of herds were disposed of on account of disease. 
f would §The incidence of bovine tuberculosis over the country varied, 
ernment. but was put at about 40%. In some areas the percentage was 
ould not nearer 90. The loss to the farmers from this disease. was 
rrass the@put at £3,000,000 yearly. The right method of controlling 
this disease was on an area basis, gradually extending the 
d statedfareas of immunity. 
Minister§ Relatively little had been done by the Government to 
cessions, Jeradicate bovine tuberculosis, and still less against the other four 
es in the#diseases he had specified in his opening question. Losses from 
of what§these were more serious. All four diseases were increasing, 
ociation.gand the annual loss of milk through them was put at about 
e subject $ 200,000,000 gallons. As a policy for the Government he sug- 
ater Mr.@gested a survey of the incidence of disease throughout the 
a Whitefcountry ; an increased bonus for milk from attested herds ; 
from thefand an intimation that within five or ten years milk from herds 
d by thegnot clear of tuberculosis and other preventable disease would 
n on thegnot be accepted for human consumption. He further suggested 
of May.—a free State veterinary service ; the marking of cows eliminated 
 publica-ffrom attested herds so that they could not be sold into other 
seen sentgherds; compulsory vaccination of calves against contagious 
abortion; compulsory health service for cattle instead of the 
; jurisdic-§present voluntary panel scheme ; establishment of disease-free 
nclusionsgateas and their extension ; establishment of a State abattoir 
versationseservice, 
ions wereg Lord CRANWoRTH said the veterinary profession had intro- 
binet andgduced two vaccines which were approximately 90% effective 
tage theygagainst contagious abortion. The use of one was compulsory in 
inet weregthe Province of Quebec. Lord IvEAGH spoke on mastitis and 
acceptingsaid the hands of his milkers continued to be infected, however 
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>d out ll they cleaned them. The infection was due to the handles 
thought @pf the churns which came back from: creameries where they 
3pEN saidgiad been handled by men who did not clean their hands after 
versation@andling dirty churns from other places. Workers in cow- 


with localsheds who had infected hands could infect every door-handle. 


yvernmengevery milking stool. This disease had never been.found on the 
me to it@ands of those who did not handle milk or milk churns. It 
to presenflid not readily multiply on the human hand. 


ht have 
Scheme of Control 

The DuKE oF NorFoLtk could not accept as accurate 

ll the figures which had been given. Milk delivered off 

¢ farms during the last six months was 12% more 

an for the corresponding six months of 1939-40. There 
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contagiowmad been some adverse effect on the cleanliness of the milk, 
rly undefput all possible steps had been taken to maintain cleanliness 
r remedill@nd purity. There were now 635.000 attested cattle. The four 


> contempajor diseases mentioned by Lord Bledisloe were not notifiable. 
time th@fe could not admit that they were entirely avoidable. Research 


was at present handicapped by shortage of labour, buildings, 
and veterinary surgeons. A voluntary scheme for control of 
diseases of dairy cattle had come into operation in England in 
June, 1942, and in Scotland a few months later. The Ministry 
of Agriculture provided free laboratory diagnosis, free abortion 
vaccine, and, at a low price, sulphanilamide for certain forms 
of mastitis. Vaccination of calves against contagious abortion 
was introduced at the end of 1944. Unfortunately the Ministry 
of Agriculture had been unable to supply the whole of the 
vaccine demanded and had to curtail the scheme. Farmers 
had been encouraged to dispose of animals suffering from 
disease not readily susceptible to treatment. Orders for 
slaughter were resorted to only in very bad cases. Proposals 
on the training of veterinary surgeons would come before the 
Council of the Royal College of Surgeons that week and should 
carry matters further towards legislation to give effect to the 
Loveday report. : 
Medical Opinion 

Lord ApDISON said clean milk could not be expected 
until the water supplies of farms were boldly improved. 
Lord Moran said that if consumption of milk were increased 
to 0.8 of a pint per head daily the nation would need a 
75% increase in winter production and a 30% in summer 
production. Dairy cows would have to be increased from 
3,200,000 to 4,500,000. That was not an unreasonable target. 
The National Milk Scheme should become permanent after 
the war. Milk must eventually be sold by its nutritive value, 
not by its volume. The controversy on pasteurization was 
moribund. The bacteriologist had laid it down that this treat- 
ment did not affect the nutritive quality of milk. It was not 
easy to understand why microbes in water caused dismay to 
the public while microbes in milk were accepted with 
equanimity. If cattle diseases could be got rid of, milk pro- 
duction would go up by 25%. 

Lord GEDDES urged research to discover how cows’ resistance 
to disease was affected by varying types of food and by the 
mineral content of the soil. Lord GLENTANAR said farmers 
declared that it was always the best milking cows which 
developed mastitis. Over-production of milk put a great strain 
on the metabolic process. Lord TeviorT said milk should make 
contact with the air as little as possible. An eminent physician 
told him that milk-bars were places which spread diseases. 

The Eart oF LISTOWEL recalled that under the Food and 
Drugs Act, 1944, administrative responsibility for hygienic milk 
production on farms would pass from local health authorities 
to the Ministry of Agriculture. This change could not be 
implemented by the Ministry without an increase of its staff, 
impracticable till after the war in the Far East. Available 
statistics did not expose the whole extent to which public 
health had been undermined by dangerous milk. In 1942 
a warning had been sounded by a committee of the Medical 
Research Council on Tuberculosis in Wartime. The death 
rate did not indicate the ravages of non-pulmonary tuberculosis. 
They did not know the full extent of the diseases of human, 
not bovine, origin carried into homes by germs from those 
who had handled the milk. The plain fact was that our dairy 
cattle were riddled with disease and appalling damage had been 
done to thousands of people, mainly in the rising generation. 
The most effective prophylactic method at present was that 


‘which attacked the disease-carrying germ not in the animal 


but in the product. The quantity of milk heat-treated would 
be increased by the payment of an allowance from the Ministry 
of Food for milk so treated. Surveys had been completed in 
216 of 621 areas in England and Wales on the classes of milk 
supplied in each area and the availability of apparatus for 
heat treatment. The Ministry of Health was convinced that 
heat treatment, properly carried out, destroyed the germs which 
materially affected the nutritive quality of the milk. 

On the following day, April 12, Lord Listowel amended his 
remark that the dairy cattle of Britain were riddled with disease. 


Health of African Troops 


In the House of Lords on April 10 the DuKE oF DEVONSHIRE 
made a statement on his visit to the West and East African 
troops serving in India and Burma. He said that the morale 
of the troops was very high and their health very good. The 
doctors had been rather afraid that the relative immunity which 
Africans had obtained from all types of malaria prevalent in 
their own countries might be of no avail against the some- 
what different types prevalent in Burma, but, on the whole, 
those fears had proved to be ill founded, and the incidence 
of malaria, when one compared the fresent campaigns with 
those of the past, had been remarkably low. The food had 
been very good indeed, and that had certainly helped to keep 
the African troops fit and cheerful. He had visited a number 
of hospitals and was told that there had been no shortage of 
drugs or medical requirements, which were in sufficient supply. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 31. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 


no return available. 





Disease 


1945 


1944 (Corresponding Week) 





(a) 


() | ©) | @ 


(a) | (b) (e) 





Cerebrospinal fever 
Deaths 


29 
1 





86| 10 6 
ae 





Diphtheria 
Deaths 


495 
6 = 


126 


724| 39 30 
11 2 S| 4— 








Dysentery 
Deaths 


394 


164 


309} 55 





Encephalitis 
acute 
Deaths ° 


lethargica, 








Erysipelas 
Deaths 


38 





Infective enteritis or 
diarrhoea under 2 
years KS Se 

Deaths 


49 


8 


53 12 





Measles* 
Deaths 


22,183 
21 


1652 
3 


290) 


2,643 ba 





Ophthalmia neonatorum 
Deaths tgs ae 


20 


74 21 





Paratyphoid fever 
Deaths x 


2(B) 





influenzalt 


Pneumonia, I 
influ- 


Deaths (from 
enza) oss 


746 
27 


1,277; 88} 11] 23) 3 


32 





Pneumonia, primary 
Deaths st 


266) 33 


59 22 





Polio-encephalitis, acute 
Deaths oa ps 








Poliomyelitis, acute 
Deaths 





Puerperal fever . . 
Deaths 


3} 16 





Puerperal pyrexiat 
Deaths - 


168 16 








Relapsing fever 
ths 





Scarlet fever 
Deaths 


48} 


2,450 243 
2 





Smallpox 
Deaths 








Typhoid fever .. 
Deaths 





Typhus fever 
Deaths 











Whooping-cough 
aths an 


212) 116 
2 





Deaths (0-1 year) % 
Infant mortality rate 
(per 1,000 live births) 


56} 84 





Deaths (excluding still- 
births) rea 7 
Annual death rate (per 
1,000 persons living) 


4,677 


570 
12-9 


191 
12-3 


289) 151 
18-9) § 


631 
14-5 


5,076} 823 





Live births és eu 
Annual rate per 1,000 
persons living 


5,850 


596 


792 
15-8 


308 
19-9 


439) 299 
28-7) § 


959 
19-5 


7,451) 903 





Stillbirths a ai 
Rate per 1,000 total 
births (including 
stillborn) va 


186 








20 





31 





38 








217 31 


31 

















* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, birth 
and death rates for Northern Ireland are no longer available. 
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Discussion of Table 


In England and Wales there was a lowered inci i 
tious diseases, the total notifications for the count Aa 
the following amounts: measles 3,324, whooping-cough 33 
scarlet fever 161, dysentery 26, diphtheria 4. . 
In Cheshire, Knutsford U.D., 16 cases of dysentery w, 
notified. Warwickshire reported 32 fewer cases of whoo og 
cough than last week. Measles notifications fell } . 
following numbers: Yorks West Riding 664, Middleses 52 
pees Cig 4 “ roars 182, Surrey 171, Somerset 15 
ancashire . Small increases were re i 
saan and Hertfordshire. corded in Landa 
dysentery still remains prevalent. Fresh outbrea 
during the week in Wiltshire 31 (Salisbury M.B. 24) Statfon 
shire 13, and Yorks East Riding 11. The other large retu: 
were Lancashire 59, London 39, Gloucestershire 29, Surrey 7} 
Middlesex 21, Yorks West Riding 21, Warwickshire }7 f 
folk 12, Derbyshire 12, Somerset 10. aa 
In Scotland also infectious diseases were less prevalent. ¢ygbeen rett 
returns being lower by the following numbers: measles 14National 
whooping-cough 73, acute primary pneumonia 56, dysenten§ Nationali: 
41, scarlet fever 35. The incidence of dysentery is stil] yesgmajority 
high, although it has fallen by one-third during the past foggpresent it 
night ; the largest returns were Edinburgh 50, Glasgow 2—Departme 
Dundee B. 15, Fife County 13. Dr. W 
In Eire whooping-cough notifications were 20 fewer thy Libera 
last week, and measles 13 fewer, while those for scarlet: feve est Ber 
rose by 10, and for diphtheria by 1. Diphtheria continues tito, Richn 
be widespread ; the 97 cases occurred in fifty-two areas, 


an ea! 
jmmuni. 
children 


One casi 
during t 


——_ 


Sir Jol 
candidate 


In Northern Ireland notifications of scarlet fever went up } _The fol 
14, whooping-cough by 12, and diphtheria by 4; those foption at th 
measles dropped by 4. Wednesda 

Diphtheria autionar 
° . ae ment of 

There is usually a rise in the incidence of diphtheria in tha oe 

first weeks of the year. Not only has this not happened thi — 


year but the number of notifications during the first twely 
weeks of 1945 was smaller than that reported during the twel 
weeks of last summer, when diphtheria was at the lowe 
level ever recorded. The notifications during the first twel 
weeks of the year during the period 1940-5 number: 8,53¢ 
13,525, 10,822, 10,099, 8,279, 5,498. An interesting featur 
of the recent returns is that the rises in the total for th 


edical C 


The Ass 
oup wh 
bt 6 p.m. 
Cc. Bu 
embers | 
hen read 


whole country are often due to local outbreaks.  Increas¢ 

of from 10 to 65 during the past three months have beaf™™>er 1 
recorded five times in Lancashire, four times in Yorkshire, twiag Prof. P. 
in Cheshire, and once in Durham, Warwickshire, and Waleg#isory of 
The most notable of these local outbreaks were those igmurle Stre 
Caernarvonshire, Bangor M.B., where the cases rose from @ Tuesday 
to 55 during Jan. 13-20, and in Yorks North Riding, Whitbgo help sh. 
R.D., where the rise was from 0 to 24 during March 10-lfhospitat or 


Perhaps these severe local outbreaks occur in pockets of not 
immunized children. The decline in the incidence of diphtheri 
has not been uniform throughout the country, and the nort 


WC.2. 
Sir How 





























has now a larger percentage of the cases than a few yea ity of Ox 
ago. The percentage distribution for the first twelve weelg™ ected | 
of the past six years is: ouncil at 
: 0 medical 
i 1940 1941 | 1942 | 1943 | 1944 | 1945ge*Periment 
al — | | | The Use 
London 4-4 44 | 3-7 5-0 4:7 41Bnd slides 
South-East 6-0 ag: |) 35 a7 3°7 41 aborato 
South-West .. 5-5 oT |) 2-7 29 | $e Ty 
South Midland 5-1 68 | 41 2-6 3-2 |  29%inland. 
Eastern oe 3-1 oA Rae Nila | 2-4 3-1 30 Two sch 
West Midland | 129 138 | 12:1 15-6 15:5 | 133 0 sch 
North Midland | 6-4 8-2 6:8 5-6 3-9 S-OMBssociation 
North-West .. | 20-2 | 228 | 265 | 25-9 | 223 | 230Mishing to 
Yorkshire 11-4 11-6 15-3 16-9 15-7 | WR cetary-G 
Northern 9-2 6:8 12-2 11-1 148 | 157 ry- 
Wales s oh SS 11-5 10-0 8-4 10-0 9Spquare, W. 
Port Sanitary Districts 0-1 0-2 0-2 0:04 01 02 The Pres 
England and Wales .. | 100 | 160 | 100 | 100 | 100 | 100 Polonia Re: 
| M., F.R 
The fatality rate, judged from the experience of the gr¢ agg 
towns, has also fallen, and is only half of the rate of fi Sturss | 
years ago. For the 126 great towns the deaths per 1,000 cas Tgh, 
during the first twelve weeks of the year during 1941-5 Wel Summer | 
62, 51, 48, 34, 30. It is not possible from official statistics He Central 
compare the age distribution of diphtheria cases prior to Ju ollege, Bo 
1944, but the reports of medical officers of health suggest MBhirteen dit 
the age of attack has increased and adolescents and aden or wo; 
form a larger proportion of the cases than ten years @—oys and ¢ 
Despite the lowered killing power, the present form @creation j; 
diphtheria is of a virulent type and often leads to a gm pamoda 
buncil of 


type of paralysis. ; : ; . ae 
The success so far obtained in depressing the incidence, 
diphtheria does not warrant any let-up in the immuniZil 
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Fike proportion does not approach 75%. A few years’ births 
bu easily reverse the proportion of immunized to non- 
“emunized if there is any falling off in the numbers of young 


children being inoculated. 


Week Ending April 7 
‘fications of infectious diseases in England and Wales 
pol ne oe included : scarlet fever 1,343, whooping-cough 
1,043 diphtheria 453, measles 22,599, acute pneumonia 693, 
TY Wei cerebrospinal fever 66, dysentery 306, paratyphoid 3, typhoid 5. 
hoopir One case of typhus occurred in Liverpool port health district 
oY 52 during the week ending March 24. 
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Sir John Boyd Orr, M.D., F.R.S., standing as an Independent 
candidate in the Scottish Universities Parliamentary by-election, has 


lent. tha been returned with a majority of 12,020 votes over the Liberal 
sles 14 ational candidate. Dr. Robert D. M‘Intyre, standing as a Scottish 
lysenten§ Nationalist, has been returned for the Motherwell Division with a 
still velfmaiority of 617 over the Socialist candidate. Dr. M‘Intyre is at 
ast fongpresent in the service of the Glasgow Corporation Public Health 


gow 2] Department. “ 

Dr. W. B. J. Pemberton, of Bermondsey, S.E., has been adopted 
wer t Liberal National candidate for the Parliamentary Division of 
‘let: feveiWest Bermondsey, and Dr. D. Stark Murray as Labour candidate 
tinues tifor Richmond, Surrey. 

aS 


: The following films will be shown by the Scientific Film Associa- 
nt up Ws. at the Royal Society of Medicine, 1, Wimpole Street, W., on 
hose fi Wednesday next, April 25, at 5.30 p.m. and again at 8 p.m.: “A 

‘autionary Tale about Sepsis,” “‘ A B C D of Health,” ‘‘ The Treat- 
ment of Bronchiectasis in Childhood,” and ‘‘ The New Lot.” 
‘ia in th@Admission will be by ticket only, and those who have not already 


ened thiione so should apply immediately to the honorary secretary of the 
st twelv@Medical Committee, Dr. S. J. Reynolds, 14, Hopton Road, S.W.16. 
he twel The Association for Scientific Photography has formed a Medical 
a lowe oup which is holding its first meeting on Wednesday, April 25, 
st twel %i 6 p.m. in the Hastings Hall, B.M.A. House, Tavistock Square, 
r: 8,53 ‘C. Business wiil include passing rules and electing two Provincial 


; a members to the committee. FI. Lieut. H. Mandiwall, M.B., will 
aces hen read a paper on ‘“* Visual Education in Medicine.” Each 
per nember ‘may introduce two visitors at this meeting. 

ire, twiog Prof. P. A. Buxton, F.R.S., will give an address on ‘“ Natural 
1d Wale@History of Scrub Typhus ” before the Royal Institution (21, Albe- 
those: igmarle Street, W.) on Friday, April 27, at 5 p.m. 

e from Tuesday, May 1, is Hospitals Day for London. Those who wish 


z, Whitb lo help should write to the appeal secretary of their local voluntary 


a hospital or to Lord Luke, Chairman, Hospitals Day, 36, Kingsway, 
Ss WC.2. 

diphtherig _ : : 
the norty Sir Howard Florey, F.R.S., professor of pathology in the Univer- 





few yea ity of Oxford, has left London for Sweden to lecture on subjects 
omnected with penicillin. His visit has been arranged by the British 
ouncil at the invitation of the Swedish Medical Society. Lectures 
0 medical organizations in Stockholm and other cities on ‘‘ The 
xperimental Background to the Clinical Use of Penicillin’ and 














shing to specialize in tuberculosis work. Details from the 
oe pple N.A.P.T., Tavistock House North, Tavistock 
iequare, W.C.1, 


The President of the Polish Republic has conferred the Order of 
olonia Restituta, Second Class, on Sir John Fraser, Bt., K.C.V.O., 
rhM., F.R.C.S.Ed., principal and vice-chancellor of the Univer- 





eens 






LB: The Use of Penicillin in. the Clinic” will be illustrated by films 
7 rt nd slides, and Sir Howard has with him a film on penicillin 
: 38 aboratory investigations to show to specialists. He will also visit 
2 29 inland. ° 

30 ; i 
; 133g, Iwo scholarships of £50 each are to be awarded by the National 
3 a Association for the Prevention of Tuberculosis to health visitors 
7 
8 
0 
1 
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the greg’ of Edinburgh, and the Third Class of the Order on Prof. L. S. P. 
ate of figr?’ dson, M.D., F.R.C.P., professor of medicine, University of 
1,000 ca dinburgh, 

941-5 Wel Summer courses for leaders of physical recreation, arranged by 
statistics he Central Council of Physical Recreation, will be held at Lowther 
or to Ju ollege, Bodelwyddan Castle, Abergele, from July 28 to Aug. 25. 
uggest ee teen different courses will fill the four weeks, and are open to 
and adulfen or women of 18 and over, and there is also one course for 
years “mys and girls of 16 and over who wish to help with physical 
+ form @creation in clubs, youth centres, etc. Full particulars of fees and 
to a gMiommodation can be obtained from the General Secretary, Central 

~ buncil of Physical Recreation, 58, Victoria Street, S.W.1. 
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The majority of children have now been protected, 
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ANY QUESTIONS ? 


Acute Gastro-enteritis 


Q.—I have been attending many cases of “ abdominal influenza,” 
with severe and continuous pain in the upper abdomen, slight vomit- 
ing, but no bowel action. The pain persists for 10 days, gradually 
lessening. Sometimes there was a less severe repetition. The tempera- 
ture is about 100-102° F. (1) What is the pathology of this com- 
plaint ? (2) How can such an attack be distinguished in the early 
stage from an “acute abdomen” needing operative surgery? 
(3) What igs the treatment ? 


A.—We may take leave to doubt whether such a condition as 
“abdominal influenza ’’ actually exists. Certainly there seems to 
be no evidence that influenza virus or antibodies have been demon- 
strated in cases so ‘classified. Most illnesses of this kind are 
Salmonella infections, acquired from water, food, or carriers. 
Diarrhoea may not occur, and it is usually absent in paratyphoid 
fever. Relapses or second attacks are not infrequent. The under- 
lying morbid anatomy is an acute gastro-enteritis. An aetiological 
diagnosis can be made by blood culture, agglutination reactions, or 
cultures from the stools. Differentiation from surgical lesions is 
made by the early presence of fever, the absence of rigidity or 
severe tenderness, and the general march of the symptoms. There 
is no specific treatment, as neither penicillin nor sulphonamides are 
effective. A less common cause of symptoms of this ‘type is a 
sub-icteric attack of infective hepatitis. 


Acute Lumbago 


Q.—What is the pathology of acute lumbagg--the instantaneous 
onset of agonizing, immobilizing pain often wunassociated with 
muscular effort at the time? If it is due to spasm of the erector 
spinae muscles, then what is the cause of the spasm and what main- 
tains it? 


A.—To discuss the pathology of acute lumbago fully would take 
pages. The cause of the instantaneous onset of severe pain which 
is occasionally met with is generally believed to be muscle spasm 
affecting small areas of the erector spinae or quadratus lumborum. 
Vigorous effort is quite unnecessary to give rise to it; even a small 
movement in changing posture may suffice, especially if the spine 
is in a twisted: position or if there is any morbid condition of the 
facets of the intervertebral joints, inflammatory or degenerative, or 
thinning of the intervertebral disks with or without prolapse of the 
nucleus pulposus, so that the vertebrae are not held firmly by the 
attached ligaments. The acute pain which is set up in the knee 
when a loose body or a thickened synovial fringe is caught between 
the articular surfaces is of the same nature. Another cause is 
believed to be herniation of fat lobules through small apertures in 
the layers of deep fascia which have been demonstrated by biopsy. 
Local areas of inflammation which may be due to gouty deposits 
may be irritated by slight movement and an acute spasm results in 
adjacent muscle bundles. The relief obtained by injecting 10 or 
20 c.cm. of 1% novocain saline is due to relaxation of the spasm: 
suitable manipulation may produce the same result. Fuller discus- 
sion of these factors will be found in papers by Capener (Ann. 
rheum. Dis., 1944, 4, 29) and by Ackerman and Copeman (Quart. 
J. Med., 1944, n.s., 13, 37). 





Ill Effects of Tobacco 


Q.—What is the active principle in tobacco which is responsible 
for the well-recognized effects of tobacco poisoning on the gastro- 
intestinal mucosa, the heart, and the eye? Is there any method 
of assaying the blood or tissue levels of this substance ? 


A.—It is uncertain what the question means when it speaks of 
the well-recognized effects of tobacco poisoning on the gastro- 
intestinal mucosa, etc. While some clinicians believe that smoking 
increases the tendency to gastric ulcer, others deny this, and the 
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work of Schnedorf and Ivy (J. Amer. med. Ass., 1939, 112, 898) either 6 or 10 oz. of water, and a 2-oz. feed will contain ~~ 
failed to discover any effect of smoking on gastric acidity. Since 3 or 5 calories. This is a very small amount, and a 1 Ey ae 


Ivy is an experienced and impartial worker, great weight must be 
given to his results. Nor can it be said that the effects of tobacco 
poisoning on the heart are well recognized. It is, of course, true 
that athletes in training do not smoke, but the detrimental effect 
may not be on the heart. While some observers think that smoking 
increases the tendency to coronary disease, there is no actual evidence 
that it does. So far as the eye is concerned, tobacco amblyopia is 
certainly a well-recognized effect. It has always been presumed to 
be due to the nicotine present in tobacco smoke, but there is no 
proof of this. 


Morquio’s Disease 


Q.—A child aged 3 years, suspected of rickets on account of 
some deformity of the chest and spine, has been x-rayed, and 
diagnosed as probably a case of Morquio’s disease. What is the 
treatment for this unusual condition ? 


A.—This “ disease’ was also described by Brailsford in 1926. 
It is one of the queer congenital dysplasias, causing dwarfism and 
multiple deformities of the spine and Jimbs. A synonym, equally 
illuminating, is ‘‘ chondro-osteodystrophy.”’ Although affecting 
mainly the bony and cartilaginous tissues, there is no known dis- 
turbance of calcium metabolism. The origin of the condition would 
appear to be a developmental anomaly arising in intra-uterine life. 
For the “ disease’ there is no treatment, but for the deformities 
orthopaedic correction may be indicated. 


The Pain of Abortion 


Q.—In a case where there was a miscarriage in a primigravida at 
20 weeks, and in another where large quantities of progesterone had 
been given to prevent a threatened abortion, when the abortions 
became inevitable there was an extreme amount of pain, consisting 
of long spasmodic contractions much longer in time and stronger 
in severity than would be expected. Could the progesterone be 
responsible and have there been any similar experiences ? 


A.—The amount of pain experienced during abortion is very 
variable—as it is during labour at term. The pain caused by con- 
tractions of the uterus, as distinct from that due to distension of 
the vagina and perineum, is not dependent on the duration of the 
pregnancy and the size of the baby, and it is not uncommon for 
abortion pain to be extremely severe and distressing to the patient. 
Some. women who have experienced both, assert that the pain -of 
abortion is worse than the pain of labour. As suggested in the 
question, this may sometimes be explained by the fact that the 
premature expulsive contractions of the uterus are spasmodic or 
colicky and incoordinate. The outlook of the woman may be 


important; unlike labour at term, abortion is accompanied by a. 


sense of disappointment and the knowledge that the discomfort will 
be fruitless. This can not only affect the woman’s resistance to 
pain but in itself disturb uterine polarity. Although it has been 
suggested that progesterone renders uterine contractions inco- 
ordinate in the sense that it prevents purposeful expulsive action, 
and although spasmodic dysmenorrhoea rarely occurs except when 
the uterus has been subjected to the influence of this hormone, there 
is no evidence as yet to show that abortion is more painful when 
it follows progesterone therapy. It can certainly be very distressing 
even when progesterone has not been administered—as in the first 
case mentioned in the question. 


Treatment of Cholecystitis 


Q.—Have any of the sulphonamides been used in the treatment of 
chronic cholecystitis, and if so with what results—or is surgical pro- 
cedure still essential? A patient on x-ray examination shows no 
stones but a low-grade cholecystitis. Gastric symptoms are almost 
absent but there is some general rheumatism. 


A.—The sulphonamide drugs are secreted in the bile in the same 
concentrations as, or higher than, they occur in the blood. It is there- 
fore easily possible to secure bacteriostatic concentrations of these 
drugs in the gall-bladder. No record of the effects of treatment of 
chronic cholecystitis in this way has been noted. It would presum- 
ably be necessary to give the drug for a considerable period of time 
in a dosage of the order of 1 gramme 6-hourly, and a careful watch 
would have to be kept on the white. blood count, particularly during 
the second to sixth weeks of treatment. From the scientific point 
of view there would be little to recommend trying such a treatment 
in a single case; but in the present instance, where the indications 
for surgery seem rather slender, it might be a justifiable clinical 
experiment. 


Nutritive Value of Egg-white 
Q.—Albumin water is sometimes advised for ill patients. 
is the nutritive value of egg-white ? 


A.—tThe caloric value of an egg weighing 50 grammes is 68. The 
yolk of the egg provides 53.5, and the white 14.5 calories, which is 
derived from 3.5 grammes of protein. The white is made up with 


What 


sugar weighing 5 grammes provides 20.5 calories. In three book 
on paediatrics albumin water is still mentioned among other finial Soewhe 
in the treatment of gastro-enteritis, and two of the books give dj ay thew 
tions for making it; one says it should not be used as it may ve ittle ri 
vomiting if the child is sensitive to eggs; three other books do a eiiy i 
mention its use. It seems a wasteful and expensive way of di ivi 
a very little food. Siving} for ¢ 


Injury from Ear-syringing 


Q.—Does syringing of ears (1) cause rupture of ear-drym or fog 
(2) precipitate an acute suppurative otitis media in an appreciable y 
number of cases where an ordinary metal syringe is used? 4 wad 


with Eustachian catarrh developed acute suppurative otitis medic§ Q—V 
(right) after syringing of the ear. ie, by t 
A.—(1) If done properly syringing should not cause Tupture of| A.—V 


the ear-drum. The stream of water should always be directed againgt| choice 
the posterior meatal wall. Most alleged cases of rupture are in| susceptil 
fact infections caused by syringing in the presence of an unsuspected} between 
pre-existing dry perforation. Rarely the nozzle of the syringe] which 1¢ 
becomes detached and a genuine traumatic perforation results, . ye kno" 

(2) The same considerations apply. Infection cannot take Place months 
through an imperforate drum. It may well appear to do s0 as possible, 
suppuration follows the acute catarrhal condition where the organisn nusculai 





is sufficiently virulent or the patient’s resistance is lowered. vithin 5 
ff the 1 

Rotation of Hip-joint Towever 

he doct 


Q.—How does the orthopaedist define internal rotation of the nany ar 
hip-joint ? Presumably the right femur with hip and knee extena “¥od or 
would be internally rotated by clockwise rotation. If hip and kit stectin 
are now flexed and the foot carried over to the left side of the ba $110 c.c 
is this internal rotation of the hip, though the femur now rota. ybulin 
contra-clockwise ? tion i 


A.—There is no ambiguity about rotatory movements at the f’p )¢mm fo 
provided that comparisons with the hands of a clock are avoide | a ther 
The axis of rotation is the centre of the femoral head, and si | 41 
its surface forms the greater part of an almost perfect sphere, ro | 4. L 
tion can be estimated with equal facility whether the hip is flexed,America 
abducted, or adducted. Internal rotation is a rotation towards thehé natur 
mid-line of the anterior sector of the thigh; the anterior surface of fiat its } 
the femoral head moves medially and more deeply into the 
acetabulum; the great trochanter moves forwards and, if it lay in the 
neutral position, becomes slightly more prominent; and the lesse'. 
trochanter moves posteriorly and laterally, so that it often become; Q—In 
invisible in an antero-posterior radiograph. ina live 

A simple method for estimating the range of internal rotation, , 2 
though not accurate, is good enough for almost all clinical work gr 
The patient lies supine with his feet together, the great toes pointing h pick 
to the ceiling. Move the sound lower limb out of the way by)?” be 
abducting it; then with the ankle on the affected side in the neutral -A.—Fri 
(standing) position, rotate the whole lower limb inwards, taking sroup difl 
care not to shift the pelvis out of the horizontal plane. Rotation niscarriag 
inwards through one-third of a right angle would be recorded asRh incom 
LR. 0-30°. It may be that the limb shows some internal rotation ‘rst pregr 
deformity—i.e., the foot cannot be brought into the vertical planefactor by 
when the patient is supine—then one starts from the position of9¢ examir 
deformity and measures the rotatory movement that is possible: itolete” or 
might be, say, 10-35°. In such a case there would, obviously, he end of 
no range of external rotation. A prettier method is to place t ‘orthcomii 
patient supine with the knees flexed at a right angle over the edgmmediate 
of the bed. The jeg can then be used as the arm of a protracto,mother sh 
and it is certainly easier by this method to assess the range pregnancy 
rotation accurately. The source of error in both methods is tk 
possible ligamentous instability of the knees: there is a small rang 
of rotation even in the normal joint. 


—the mo 


Q—Is i 
: Year 175]. 
Immunization against Non-endemic Diseases entury C 

Q.—If there is a risk of the introduction of typhoid, cholera, apf both ? 
typhus into this country from the Continent after the war, showmven more 
immunization against these infections be encouraged? inomalies, 


“wae uthenticit 
A.—Outbreaks of typhoid, cholera, and typhus in different p. enticit 

















of Europe and the Far East are hazards which will require carel} A.—Thi 
and prompt handling if they are not to spread to other centrgournal ca 
including our own country. Typhoid and cholera could be i aairo, the 
ported here by people who have suffered typical or atypical. attag argely on 


of these infections and are still carriers of the organism. Typhogirmary 
however, is nowadays a rare infection among the troops on acc erence t 
of prophylactic vaccination, and as they are the principal migra S$ Knyvetc 
it seems unlikely that there will be many fresh introductions of "an, and | 
disease during and after the war. pave been 
Cholera is not now endemic in Europe; but it is in Burma, In) 2 very | 
and farther East. There is no general prophylactic vaccinaligector.” |] 
against cholera, so that convalescent carriers returning from ™® iS. (b) 
countries are to be expected. However, cholera is predominall a “ diso: 
a water-borne infection, and unless there were a breakdown ° 
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sanitation it would have little opportunity to spread in this country. 

in aboy} Anticholera vaccines are available, usually combined with T.A.B. 

] ; ine. : ‘ ‘ 

cc 2 " , = us is a louse-borne disease, and if outbreaks in Europe and 

her fluid Psewhere can be dealt with as effectively as was the Naples epidemic 

sive diree-d by the widespread use of the delousing powder D.D.T., there seems 


we risk of its being imported. Typhus vaccination is used exten- 
mes a py the Services and no doubt would be available, if needed, 
Of giving] for civilian use. Vaccination against these infections is generally 
reckoned to give protection for at least two years; after that time, 
if there is likely to be exposure to the risk of infection, a repeat 
boosting’ dose is given. 


-drum, or 

ppreciable\, } Measles Prophylaxis 

? A man - 

itis. medio) Q—What are the current views on the prophylaxis of measles— 
7 iz, by the injection of convalescent serum, immune globulin, etc. ? 

upture of| A—-When a case of measles has occurred in a family there is a 

ed against} choice of two alternatives: (1) to aim at complete protection of the 

re are in| susceptible contacts, who will, of course, become susceptible again 


. aul which lets the child off with a mild attack and gives it, so far as 


sults, know, lasting immunity. Measles is rare in infants under 3 
‘ake plac: months of age, but from 3 months to 2 years children should, if 
do so, a possible, be completely protected, and for this purpose an intra- 
, organisn muscular injection of 5 c.cm. of pooled convalescent measles serum 
1, vithin 5 to 6 days of exposure—i.e., 1 to 2 days after the appearance 

f the rash in the original case—is the most reliable procedure. 

lowever, convalescent measles serum is not easily obtainable, and 

he doctor then has a choice of pooled adult serum, obtainable in 
an of the nany areas through the M.O.H. and the E.P.H.L.S., parental whole 
2 extena “¥y0d or serum, or placental globulin, obtainable commercially. The 
and ki” tecting dosage of adult serum for children under 3 years of age 
f the boc ‘10 ccm. (double that amount of whole blood), and of placental 
ow rotal.  ‘ybulin 5-7 c.cm. For attenuation, half the dose required for pro- 

‘tion is used; a good working rule is to give 1 c.cm. of adult 
at the f’p berpm for every year of life after 2 years. Doctors must remember 
hai there is a small risk of “ homologous serum” jaundice from 





€ avoide | eee b z - 
“re |.9 4 months after the injection, particularly if pooled serum is 
here, rod Lately a new product, gamma globulin, has been used in 


: It is a concentrate of 
ywards the he natural antibodies in adult serum, and controlled trials indicate 
surface of fat its potency is about twice that of convalescent serum. 

into the 
t lay in the Miscarriage and Rh Factor 
: By wen: “Q.—In a recent miscarriage (primigravida) at 20 weeks resulting 


‘ina live birth—apparently normal foetus which lived for 15 minutes 


) is flexed, America and may ‘soon be available here. 


—the mother was of blood group O and Rh-negative; foetus was 
tical work 00d group B and Rh-positive. W.R. was negative. Could this 
es pointing be sufficient to cause the miscarriage? and is there any advice that 

should be given to the mother in respect of any future pregnancy ? 


he way by; é 
the cad From the information given it is unlikely that the blood- 
rds, taking group differences between mother and child were responsible for the 
Rotation miscarriage at 20 weeks, unless it was clearly a hydropic foetus. 
ecorded asRh incompatibility is only rarely the cause of such a disaster in a 
al rotation ist pregnancy, unless the mother had become sensitized to the Rh 
rtical planefactor by a previous blood transfusion. The mother’s serum should 
position of9¢ examined for anti-Rh agglutinins and for evidence of “ incom- 
possible: italete’”” or “ blocking” antibodies, and this should be done towards 
viously, the end of any subsequent pregnancy. If evidence of anti-Rh is then 
) place th#Orthcoming, steps should be taken to prepare to transfuse the infant 
er the iately after birth with Rh-negative blood. Meanwhile the 
protractoymother should be told not to worry about it, but to await further 
e range @pregnancy hopefully. 
hods is the an 
small rang 


1 rotation, 
















John Knyveton’s Diary 


Q.—Is it known whether Knyveton’s “ Diary of a Surgeon in the 
Year 1751-2,” edited by Ernest Gray and published by D. Appleton- 
entury Company in 1938, is fact or fiction, or a skilful combination 
cholera, aiipt both? It is a remarkable book if it is what it purports to be—and 
war, shoumven more remarkable if it is not. There are, however, various 
inomalies, some chronological, which make one doubt its strict 
ferent pal uthenticity. 


yuire care] A—This question was dealt with by J. Paul de Castro in the 
her cent ournal called Notes and Queries (Feb. 1, 1941, 180, 76). Mr. de 
yuld be i}astro, the author of a life of Richard Mead, based his comments 
pical. attadreely on Knyveton’s activities during his leisure hours outside 
). Typhowiirmary Hall. Briefly, his criticisms are as follows: (a) With 
son acer €rence to the dinner at the Devil Tavern, it is pointed out that, 
pal migraigs Knyveton himself says, Samuel Johnson was already a famous 
tions of tian, and it is therefore unlikely that two medical students would 
ave been invited on the spur of the moment to join him at dinner 
urma, Indy a very exclusive club. Further, Johnson is referred to as “ the 
vaccinalgoctor.”” In point of fact he did not receive his doctorate until 
, from th4/65. (b) The scenes described in the Rainbow Tavern are those 
redominaig’ 2 “ disorderly house”; yet only five years earlier this tavern was 
reakdown ' 


between two and three weeks later; or (2) to: attenuate the infection, 


selected for the annual banquet of the Royal Society. (c) Knyveton 
and his friends took a walk ‘“ past the grounds of the new house of 
my Lord Mansfield.” Sir William Murray did not become Lord 
Mansfield until 1755. (d) March 15, 1752, was not 4 fine and sunny 
day ; on the contrary it was remarkable for the great damage caused 
by high winds. 

There are a number of other criticisms, of which the following 
are samples. (a) Despite what Knyveton says regarding his prefer- 
ence for the anatomy book which had belonged to his uncle, there 
is surely something wrong here. The first edition of the Anatomy 
of Thomas Gibson was published in 1682, and Gibson died in 1722. 
The last recorded edition appears to have been the sixth (1703). 
Cheselden’s book was very widely used in 1751. (b) Henry Baker, 
the author of The Microscope Made Easy, is said by the editor in 
the glossary to have been at one time President of the Royal Society. 
This is not the case. (c) Spallanzani was only 22. years old when 
the Diary was supposed to have been written; the first of his great 
papers did not appear until 1768. (d) Lind’s Diseases of Europeans 
in Hot Climates is stated by Knyveton to have been “ recently 
published.”’ It was not in fact published until 1768. 

It seems to be established that the book is not an authentic journal. 
There is no means of deciding whether it is pure fiction or a mixture 
of fact with fiction. Apart from discrepancies such as those noted, 
the facts are relatively accurate, and there is no doubt that the 
book does give a very clear and readable picture of the medical life 


of the time. 
INCOME TAX 


Car Allowance: Depreciation 


“A.” is employed whole-time in a’ number of hospitals. He 
receives an allowance of £x to cover repairs and road tax and a 
mileage allowance at the Civil Service rate. Can he claim 
depreciation? 


*," The intention of the employing authority appears to be to 
bear the whole cost of the use of the car for professional purposes, 
and we are of opinion that the mileage allowance: would be regarded. 
as covering the depreciation of the car. 


Investments in Building Societies: Start of Consulting Practice 


C. C. M. inquires (a) whether there is any legal objection to 
investing more than £5,000 in various building societies, and 
(b) what is the position during the early years of the setting up of 
a consulting practice when expenses may exceed gross earnings. 


*.* (a) There is no such legal objection; if the £5,000 is exceeded 
the investor is nevertheless entitled to the benefit of any arrange- 
ment made by the building society under which the interest is paid 
without deduction of tax. (b) If the expenses exceed the gross 
earnings the resulting loss can be set off against other taxed income 
under Sec. 34 of the Income Tax Act, 1918. It is to be assumed, | 
however, that the expenses claimed will be scrutinized from the point 
of view of the extent to which they can properly be allowed as 
incurred to obtain the small receipts expected in the very early years. 


Liability of Married Persons 


S. J. has married recently and inquires as to the effect on his 
income-tax liability. 

** As the marriage took place before April 5, 1945, the higher 
personal allowance (i.e., £140 in lieu of £80) will be due to S. J. 
for 1944-5. His wife will be entitled to the £80 personal allowance 
against her earnings up to the date of marriage, and to the married 
woman’s earned income allowance of £80 against subsequent earn- 
ings in 1944-5. For 1945-6 the two incomes will in effect be 
aggregated and the tax assessed on the husband, but the wife will 
remain entitled to the £80 married woman’s earned income allow- 
ance, but not to the reduced rate of tax—unless, of course, the £165 
chargeable at the reduced rate on the husband’s earnings is 
correspondingly restricted. 


Cost of Instruments and Car 


F. C. took up his first appointment last September, and has been 
told that he cannot claim a deduction for instruments for at least 
a year. He receives a travelling allowance of £100 a year and has 
been using a bicycle, but proposes to buy a car. 


*," The cost of the initial equipment of instruments, etc., is re- 
garded as an outlay of capital, and is not deductible for income-tax 
purposes. Repairs and replacements, however, can be charged 
against salary, provided that the maintenance of the equipment is 
wholly, exclusively, and necessarily required in performing the duties 
of the appointment. As regards the purchase of the car, the same 
rule applies. There is, however, the additional difficulty that as a 
bicycle has hitherto been sufficient F. C. will have to bear the onus 
of proving that a car has become necessary. If he can do this he 
is entitled to claim the excess of the running cost (including depre- 
ciation) incurred for professional purposes over the £100 a year 
allowance’ he receives. 
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LETTERS, NOTES, ETC. 


Cause and Treatment of Stitch 


Dr. J. KENNISH (London, S.W.4) writes: It may help Mr. Hollman 
(Journal, March 10, p. 355) and his friends if I suggest that one 
teaspoonful of confection of sulphur taken the night previous to 
the cross-country run will probably prevent the “ stitch.”” About 
fifty years ago my fellow-student runners rarely had stitch after 
adopting the above treatment. We ran in all weathers—through 
rain, sleet, and snow. We-always wore ordinary light running 
costumes. 


Common Salt for Cleaning Teeth 


Dr. H. Watson Turner (London) writes: In your “‘ Any Ques- 
tions? ” (Feb. 17, p. 244) you give a most pleasing, simple, and excel- 
lent answer under the above heading. For 34 years during this war I 
worked as temporary assistant dental surgeon to a county health 
service, and this question and answer opens up, to my mind, the 
most important fact of all our dental work—oral and nasal hygiene. 
School inspections are often far too casual—just a glance and note 
if the teeth are to be extracted or “‘filled.”’” I always advise a saline 
solution ‘as being simple, easily obtained, cheap, and effective as a 
mouth-wash and gargle for cleaning gums and cheeks, and brushing 
the teeth and washing the nose. 


Relation between Herpes and Varicella 


Squad. Ldr. H. R. E. Wattis, R.A.F.V.R., writes: At the age of 
12 I had chicken-pox. Last year, at 29, I developed herpes zoster and 
was confined to bed at home. Eighteen days after the onset of pain 
my daughter, aged 16 months, developed chicken-pox, and two days 
later my wife also succumbed. Neither of them had previously had 
chicken-pox or herpes. It seems, therefore, that chicken-pox does 
not confer an immunity against herpes. It would be interesting to 
know if the reverse is true. Perhaps the mechanism is that when 
a patient meets the virus he develops chicken-pox if he has not 
previously been infected and herpes if he has. Another point that 
may be relevant is that about 28 days before the onset of pain I 
had acute pain in the sacral region, which I considered at the time 
to be due to fibrositis caused by exposure to damp. Perhaps this 
was a prodromal manifestation at the time of entry of the virus into 
the nervous system. The last contact with a case of herpes zoster 
was nine weeks before my attack began, and I had not seen a case 
of chicken-pox for several months. Accounts of other experiences 
would be interesting. I am afraid I have no access to recent 
published work on the subject. 


Dr. C. Cottey Grayson (Birmingham) writes: As another instance 
of the apparent connexion between herpes zoster and varicella may 
I cite the following: A girl 6 years old was brought to me on 
Feb. 26 with a typical herpes zoster of the upper abdominal wall 
on the right side. (Unusual at that age, I thought.) Her brother, 
aged 4, was brought to me to-day (March 13) with an unmistakable 
varicella. The interval between the two cases (15 days) is well within 
the incubation peiod of varicella. Both children had measles two 
months ago. 


** General ” Practice in Australia 


A SurGEON with the British Pacific Fleet writes: One of the most 
impressive things to a medical visitor to Australia is the high 
standard of general practice. Most Australian graduates after com- 
pleting their house appointments aspire to travel to England (‘‘ go 
home,” as they say) and see some work there. A high percentage 
achieve their ambition and not only go home, but while there obtain 
higher qualifications such as the M.R.C.P. and F.R.C.S., with the 
result that a relatively large proportion of Australian practitioners 
possess these qualifications. Quite apart from this, however, a sound 
curriculum and good teaching in the Australian Universities have 
combined with the natural enterprise found in a young country and 
fostered by its vast spaces and scattered population to produce a 
very competent type of all-round country practitioner with much 
initiative, as the following incident will show. A practitioner ‘“‘ out 
back ” had under his care a boy aged 13 with osteomyelitis of the 
upper end of the tibia. He operated and drained a subperiosteal 
abscess, and for a time the boy appeared to be doing well, as the 
local condition subsided and healing took place. His general condi- 
tion, however, began to deteriorate; he became cyanosed and 
dyspnoeic, and developed precordial pain with a fast, weak pulse. 
The practitioner diagnosed suppurative pericarditis. There was no 
consultant available from whom to obtain help, and he related quite 
simply how the only person with whom he could discuss the case 
was the boy’s own father, who agreed that his son was dying and 
consented to an operation. The practitioner explained the desperate 
“nature of this; he had not only never done the operation but had 
never seen it done. As the boy was too ill for a general anaesthetic, 
a little novocain was infiltrated into the presternal tissues as he lay 


in bed. This intrepid practitioner then very modestly and sims 
explained that he had been afraid of haemorrhage from the in 

mammary artery. So he drilled a hole through the sternum y 
a perforator and burr. The pericardium bulged into this oper 
and he incised it, evacuated the pus, and put in a drain. The } 


made a good recovery from his desperate condition. Pericardi : 
surgery in a country homestead by a family practitioner who ty 
not only never previously had any experience of it but had new 


even seen it performed, and who himself had unaided to make 
diagnosis which called for it, indicates a truly high standard 
work among practitioners “‘ out back.” 


Liquid Paraffin and Delayed Dentition 


Dr. W. L. ENGLIsH (Crewe) writes: From clinical observatiog 


babies seem later in cutting teeth than formerly, and when the tee 


| 


eventually appear they are often carious and ill developed. One g 
two doses of calcium and vitamin D subcutaneously show at timed: 
an immediate and gratifying acceleration of development in thes: 


cases of delayed dentition. It is fairly certain that dentition jg 


_pre-natal issue, possibly: as early as the appearance of the enamel a 


dental germs in the second and third months of pregnancy 


L 
‘nd 


embryonic life. The development of these germs depends to a greyy 


extent on the environment of the foetus, which is, of course, deper 
dent on the source of nourishment of the foetus—the mater 


metabolism. It is generally accepted that the fat-soluble vitamin i 


A and D are necessary for the development of both bone and tee 
in the foetus. For the last few years it has become fashionable fo 


pregnant women to take liquid paraffin. The use of this inert g 
stance is insisted on by midwives, and, I fancy, by most ante-nat 
clinics: expectant mothers would consider it almost a crime if th 
did not follow the fashion. To what extent has this widespre 


_ use of an inert oil been responsible for delayed dentition and cari 


in deciduous teeth? I understand that liquid paraffin will abso; 
and in doing so rob a woman of, the fat-soluble vitamins A and 
So much liquid paraffin ingested, so much fat-soluble vitam 
eliminated and lost. If this is fact, the practice of taking liqui 
paraffin is robbing the foetus of something which is essential to th 
development of both teeth and bones. Perhaps someone with me 


knowledge of these matters than I have will give an authorativgy 


opinion. 
Antibiotic Action of Moulds 
Dr. M. Copians (Hendon) writes: With reference to the inqui 


on this subject by Capt. I. G. Anderson (April 7, p. 504) th * 


following information may prove useful to him as a starting-poi 
for further study: (1) British Medical Journal, March, 26, 192 
p. 580. Annotation, ‘French Experimental Work on Tuberc 
losis.” (2) Bulletin de l’Académie de Médecine, Feb., 15, 1921, 
No. 7 p. 202, ‘“‘ Nouvelles Recherches sur le Développement d 
Bacille Tuberculeux. Applications Thérapeutiques,” by Drs. 
Vaudremer, E. Puthomme, and J. Paulin. The organism employe 
appears to be Aspergillus fumigatus (not niger). There is a refe 
ence to Vaudremer’s earlier work which appeared in the Annales d 
l'Institut Pasteur, March, 1910. (3) There is also a publication b 
Dr. Albert Vaudremer, ‘“‘ Le Bacille Tuberculeux. Etudes Bactérie 
logiques, Cliniques et Thérapeutiques,” Paris, 1927, Les Presse 
Universitaires de France. (Vide Chap. 20, p. 191, ‘‘ Traitement pa 
le Liquide de Culture d’Aspergillus fumigatus Filtré.’’) There is 4 
excellent bibliography 


Mixed Drinks 


Dr. PaBLo OsvALpo WOLFF writes from Buenos Aires: Refi 
tc the discussion of ‘“‘ Mixed Drinks and Hangovers”’ in the Bri 
Medical Journal of Nov. 11, 1944, I may be permitted to add th 


the main reason for worse after-effects of cocktails and other mix) 


drinks than of pure drinks is to be found in the presence of ré 
tively considerable essential oils which mixed drinks very often o 
tain. The same amount of good brandy, in the same concentrati¢ 
will generally do much less harm than do mixed drinks under eq 
conditions. The bad effect of those essential (volatile) oils, espe 

on the heart and the circulation and on the central nervous systé 
is well known. There exists some literature on the subject; may 


a 


quote only one paper written by my late friend Prof. W. E. Dixage 


Brit. J. Inebriety, 1929, p. 148; another by Brasher, ibid., 1931, 
No. 1; G. Guillain, Bull. Acad. Méd., Paris, 1929, p. 538. 


Corrigenda 


Delay of proofs in the post prevented Major Kendal Dixon 10 
correcting a mistake in his article on “ Penicillin and Fibrinolyss 
last week. In the second paragraph of column 2 on page 5151 
number 1,000,000 units should read 100,000 units. 


In the report of the meeting of the Section of Otology of 
Royal Society of Medicine (April 7, p. 493) the ranks of the " 
R.A.F. speakers were incorrectly given. They should be Air 
modore E. D. Dalziel Dickson and Wing Commander G 
Bateman. 





